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HEMOPHILIC ARTHRITIS* 


BY CHESTER 8. KEEFER, M.D.,t 


NE of the commonest and most distressing 

complications of hemophilia is bleeding into 
the joint cavities. When the hemorrhage is sud- 
den, it may simulate an acute pyogenic infec- 
tion of the joint. When there have been re- 
peated hemorrhages the chronic changes may re- 
semble degenerative hypertrophic or tubercu- 
lous arthritis. It is of the highest importance, 
then, to recognize these alterations in order 
that the proper care of the case can be given 
and accidents prevented. Under _no_circum- 
stances should hemophilie joints be treated by 
surgical methods. 

ecently we have had an opportunity of 
studying five patients with hemophilia in whom 
the joint changes were one of the outstanding 
features of the clinical picture. Since these 
cases illustrated the great variation that may 
be observed in joints which have been the site 
of trauma and hemorrhage, and since many of 
the changes are indistinguishable from char- 
acteristic examples of degenerative arthritis, 
they are reported in detail. 


CasE I 


A male patient, 26 years of age, was admitted to 
the hospital, complaining of hematuria. Two days 
before entry he had experienced a sudden sharp 
pain in the right lumbar region. This was followed 
by gross hematuria which persisted with occasional 
repetition of the attacks of pain. He had had hema- 
turia for a few days on several occasions over a 
period of many years. 

The patient had been known as a bleeder since 
infancy. At the age of one week he had several 
profuse hemorrhages following a circumcision; dur- 
ing the teething period there had been more or 
less marked bleeding from the gums; a greatly pro- 
longed hemorrhage followed a laceration of the scalp 
at the age of seven. 

Of considerable interest was the history regard- 
ing the joints. From childhood he had had repeated 
swelling and discoloration of the overlying skin 
and pain in the ankles following more or less slight 
trauma. At the age of seventeen he fell and struck 
the left knee which became very painful and hot, 
and was swollen to approximately three times its 
normal size. The skin took on a purplish tone two 
days after the onset of the swelling. The left leg 
was placed in a cast for three weeks, after which 
the knee joint was quite stiff and its movement great- 
ly limited. When the patient was nineteen years 
of age, the right knee became swollen, painful, and 
black and blue following slight trauma. This knee 


*From the Thorndike Memorial Laboratory, Second and Fourth 
Medical Services (Harvard), Boston City Hospital, and the 
Department of Medicine, Harvard Medical School. 

+Keefer—Associate Physician, Thorndike , Memorial Labora- 
tory, Boston City Hospital. Myers—Residen Thorn- 
dike Memorial Laboratory, Boston City Sedaieat For records 
and addresses of authors see “This Week's Issue,’’ page 1223. 


AND WALTER K. MYERS, M.D.t 


now shows some limitation in motion. The patient 
has felt that the right hip was dislocated on sev- 
eral occasions during the past three years; stiff- 
ness and moderate pain on motion have been marked 
during the past year. The left hip has never been 
involved. The wrists have been asymptomatic. Mo- 
tion in the right elbow has been impaired since 
the age of ten years, when this articulation became 
swollen and painful. During the past year he has 
experienced painful swelling of this elbow at irreg- 
ular intervals, with ever-increasing resultant lim- 
itation of both flexion and extension. Between the 
ages of nineteen and twenty-two years he had pain- 
ful swelling of the left elbow at intervals of about 
one week. There is little function remaining in this 
joint. The right shoulder joint has never been 
acutely involved by swelling and pain, but for the 
past ten years, at least, there has been repeated dis- 
comfort described by the patient as a lameness. 
There has been slight limitation in motion of the 
right shoulder in all directions. The left shoulder 
has not been involved in the process. For the past 
year he has had pain of varying intensity in the 
upper cervical spine which has been more intense 
with jarring, laughing or coughing and has been 
associated occasionally with an occipital headache. 

The patient has two brothers living, one, twenty- 
one years of age who is not a bleeder and one, thir- 
teen years of age who has hemophilia with joint man- 
ifestations. One brother died in infancy of hemor- 
rhage following circumcision. 

During childhood the patient had measles and 
mumps. He has been told repeatedly that he has 
heart trouble; he complains of palpitation, dyspnea, 
and precordial discomfort on exertion. It is diffi- 
cult, however, to evaluate these symptoms. Numer- 
ous therapeutic agents have been tried with little 
or no effect of any lasting nature on the hemophilia. 

The physical examination revealed a well-developed 
and fairly well-nourished young man. The findings 
relative to his joints occupied the greatest attention. 
The ankles showed neither deformity nor limitation 
of motion. There was a slight fusiform enlargement 
of the elbows and knees. The left knee was lim- 
ited to about five degrees of motion and the leg was 
carried almost straight. The right knee was some- 
what limited in motion; it could be flexed only to 
about a 90 degree angle. The left elbow permitted 
very little motion and was carried at about a 100 
degree angle. The right elbow also showed moder- 
ate limitation in motion, more marked on exten- 
sion. Motion of the right shoulder was slightly lim- 
ited in all directions. The right hip was stiff and 
motion caused some discomfort. 

The examination of the heart revealed signs which 
were interpreted as being due to a patent interven- 
tricular septum. There were numerous carious teeth 
and the tonsils were enlarged. 

The urine on admission was pink in color and 
showed numerous red blood cells and a few white 
blood cells in the uncentrifuged specimen. The ex- 
amination of the blood showed 5,000,000 red blood 
cells, 5,650 white blood cells, and 80 per cent (Sahli) 
hemoglobin. The differential white blood cell count 
was not abnormal. The blood platelets occurred in 
at least normal numbers. The coagulation time of 
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FIG. 1. Roentgenograph of ankle jointe (Case I) owing 
irregularity and decrease in the joint space of both Bin Boy joints, 
There are cysts in the intra-articular portions of the tibia and 
astragalus of the right ankle joint. 


FIG. 2. ph of the right shoulder gels son I) 


Roentgenogra: 
ehowing marked deformity in the head of the 


G. 3. Roentgenograph of the knee joints (Case I) showing 
irregularity and narrowing of the joint space, erosions at the 
joint margins, and marked changes in the lower end of the 
median condyle of the left femur and tibia. The inter-condyloid 
eminence of the lateral condyle of the tibia is prominent. 


and White) varied between three and six hours. 

An x-ray examination of the knees showed some 
haziness of the periarticular tissues, an indistinct 
joint line with narrowing of the joint space, slight 
lipping at the margins of the femur, a prominent 
tibial condyle, and some small cystic areas in the 
shaft of the left femur. The right hip was nar- 
rowed at the joint space and a few cysts were pres- 
ent in the ilium near the acetabulum. There was 
irregularity of the joint space of both ankle joints 
and there were cysts in the tibia. The right elbow 
showed marked irregularity of the joint line, and 
some destruction of the olecranon process of the 
ulna. In the right shoulder joint, a marked deformity 
of the head of the humerus was found. 


FIG. 4. Roentgenograph of right elbow joint of Case I, 
showing irregularity of joint space. 


This patient illustrates that, following repeated 
hemorrhages into the joints, extensive alterations in 
the various anatomical structures occur. In sum- 
mary, then, a man with hemophilia was admitted to 
the hospital on account of hematuria. It was dis- 
covered that he had had numerous hemorrhages into 
his elbows, knees, ankles, and right hip. Some 
enlargement of the elbows and knees was present, 
and the left knee was partially ankylosed due to the 
fibrous changes in the periarticular tissues. The 
right knee, both elbows, and the right hip and shoul- 
der were limited in motion. 


II 


The patient, an Italian boy fourteen years of age, 
was admitted to the hospital complaining of pain in 
the left hip. Three days previously he had fallen, 
striking this hip, which became painful six hours 
later. The pain was increased o: motion. Discol- 
oration of the skin around the area appeared the 
following day. There had been no previous symp- 
toms referable to the hips. Beginning at the age of 
four years and for several years following, the left 
knee had become recurrently swollen following rel- 
atively slight trauma. Pain in this knee was slight 
but there was discoloration of the skin about the 


knee almost continuously. However, the symptoms 
have not recently recurred and there has been no 


residual stiffness. The right knee had never been 
involved. As long as the patient could remember, 
the ankles after slight trauma had become swollen 
and moderately painful, and had _ subsequently 
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shown some discoloration of the skin. The shoulders 
have remained asymptomatic. The elbows since the 
age of five years have been swollen following trauma. 
This swelling has been accompanied by stiffness and 
mild aching pain and there has been subsequent dis- 
coloration of the overlying skin. The right wrist 
has never given any trouble. At the age of eleven 
years the left wrist received a blow which was fol- 
lowed by a swelling beginning in the wrist and in- 
cluding the whole arm to the shoulder. The patient 
was told that he had a fracture of the wrist. Hot 
applications were administered with the resultant 
spontaneous rupture of the skin of the third and 
fourth fingers. 

Hemophilia first manifested itself at the age of 
eighteen months when he had a profuse epistaxis. 
He has had repeated prolonged hemorrhages from 
the nose and gums, and following lacerations. In 
many instances it has been necessary to give him 
transfusions of blood to control the bleeding. 

Several male members of the patient’s family have 
shown evidence of hemophilia. One brother, aged 
seventeen years (Case III), is reported below. One 
brother died at the age of five years due to a 
“sunstroke”; he had hemophilia. A cousin (moth- 
er’s sister’s son) died as a result of a profuse hem- 
orrhage. 


The patient has enjoyed good health except for the 
manifestations of the hemophilia. He had pertussis 
as an infant, mumps at the age of two years, scar- 
let fever when four years of age, and a respiratory 
illness of three days’ duration which was diagnosed 
as pneumonia, at the age of ten years. 


The physical examination revealed an intelligent 
and coéperative boy, well-developed and well-nour- 
ished. Several small ecchymoses were present over 
the xiphoid and over the tibia. In the right ante- 
cubital fossa there was a large hematoma, the result 
of a venepuncture done several days previously. The 
teeth were carious and a small amount of blood was 
oozing from the gums. The tonsils were moderately 
enlarged and showed a small amount of exudate. 
The spleen was palpable at the costal margin. 

A deformity of the left wrist and hand was noted. 
The left forearm and hand showed pronounced mus- 
cular atrophy, the wrist was stiff and there was lim- 
itation in dorsal flexion, adduction, and abduction. 
The third and fourth fingers were fixed in semifiex- 
ion, at the interphalangeal articulations. The thumb 
was limited in flexion. The skin over the dorsum of 
the hand, fingers, and wrist was smooth and un- 
wrinkled. The circumference of the left arm prox- 
imal to the head of the ulna was 12.5 cm. as compared 
with a measurement of 15 cm. at a corresponding 
level of the right arm. The maximum circumference 
of the right and left forearms was 22 cm. and 19.5 
cm. respectively. Passive and active movements of 
the left hip were accompanied by pain. Motion and 
anatomical structures of the remaining joints were 
apparently unimpaired. 

The urine was normal. | 

The blood examination revealed 4,990,000 red blood 
cells, 14,900 white blood cells per cu. mm. and 7 
per cent (Sahli) hemoglobin. The differential count 
of the leucocytes showed 66 per cent polymorpho- 
nuclear neutrophiles, 1 per cent eosinophiles, 25 per 
cent lymphocytes, and 9 per cent monocytes. The 
blood platelets were normal in number. The coagu- 
lation time of 1 cc. of venous blood in a test tube 
of 0.9 cm. in diameter (Lee and White) was repeat- 
edly found to be over six hours. 

X-rays of his joints showed nothing abnormal ex- 
cept for the left wrist which revealed some irregu- 
larity of the joint space. In summary, a hemophilic 
boy aged fourteen years was admitted to the hospital 
on account of hemorrhages into the left knee, both 
ankles, both elbows, and the left wrist; the only 
joint showing permanent changes was the left wrist 


III 


The patient was an Italian boy, seventeen years of 
age, who was admitted to the hospital complaining 
of a painful stiff right hip. Six days prior to entry, 
without known trauma, sudden pain, which became 
worse on motion, appeared in the right hip. The 
stiffness and limitation of motion persisted. The 
skin over the femoral triangle had a greenish-bluish 
discoloration. An oblong mass appeared above Pou- 
part’s ligament. When the patient was three years 
of age this hip was placed in a cast as a therapeutic 
means of relieving the pain which had been precipi- 
tated by an injury. He did not remember any de- 
tails of this incident and there have been no residual 
symptoms. The left hip had never been involved. 
Two years ago the left knee became swollen, pain- 
ful, and moderately stiff. There was appreciable 
swelling and stiffness lasting about one year. The 
right knee has never been involved. Since the age 
of five years slight trauma has repeatedly been fol- 
lowed by swelling and pain in the ankles. For sev- 
eral days the pain was very severe, gradually sub- 
siding with the swelling for about one week. Dis- 
coloration of the skin usually appeared about the 
second day. The elbows have been repeatedly the 
site of pain and swelling, similar in every way to that 
of the ankles. No structural or functional deformi- 
ties have persisted. The shoulders and wrists have 
been free of symptoms. 

The first manifestations of the hemophilia oc- 
curred at the age of eighteen months when he bled 
profusely and for a long time from a laceration of 
the scalp. He has had repeated prolonged and severe 
hemorrhages all his life, requiring at times transfu- 
sions of blood. 


One brother, aged fourteen years (Case II), has 
hemophilia. One brother who died at the age of five 
years of “sunstroke” had hemophilia. One cousin 
(maternal aunt’s son) died as a result of hemorrhage. 

The patient had diphtheria, mumps, and pertussis 
as a child. He had pneumonia at the age of eight 
years. 

On physical examination he appeared to be well- 
developed and well-nourished, was quite intelligent, 
and codperative. The spleen was felt as a palpable 
mass under the costal margin. Just above the right 
Poupart’s ligament and iliac crest there was a firm, 
oblong, non-tender, fixed mass about 7 cm. wide. 
The skin over the femoral triangle was discolored. 
Healed scars in both antecubital fossae were ob- 
served as the site of former transfusions. Slight 
pain was elicited on passive motion of the right hip. 
The other joints were normal. 

Two weeks after entry there appeared a sudden 
spontaneous swelling of the right knee. For three 
days there was no appreciable change in the swell- 
ing or pain in the right knee. There was slight in- | 
crease in local heat but no redness or discoloration 
of the skin about the right knee. There was a grad- 
ual subsidence of the pain within the following 
week, and finally during the second week, a rapid 
decrease in the swelling. The mass, obviously a 
hematoma over the right inguinal region, receded 
gradually. 

The urine examinations were normal. The blood 
showed 5,510,000 red blood cells, 6,400 white blood 
cells per cu. mm. and 102 per cent (Sahli) hemoglo- 
bin. The differential white blood cell count was 62 
per cent polymorphonuclear neutrophiles, 3 per cent 
polymorphonuclear eosinophiles, 24 per cent lympho- 
cytes and 11 per cent monocytes. The blood plate- 
lets were normal in number. The coagulation time 
(Lee and White) was consistently over six hours. 

An x-ray examination of his joints revealed noth- 
ing abnormal except a slight increase in the density 
of the periarticular tissues of the knee joints which 
had been the site of recent hemorrhages. 

In summary, a-hemophilic boy, seventeen years 
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of age, was admitted to the hospital on account of a 
painful right hip joint. While under observation 
hemorrhage into the left knee spontaneously oc- 
curred. There was no evidence that permanent 
changes had occurred in the joints which previously 
had been the site of hemorrhage due to trauma. 


CasE IV 


A white man, thirty-six years of age, was admitted 
to the Boston City Hospital complaining of pain 
and swelling in the right ankle of three weeks’ dura- 
tion. He denied any knowledge of preceding trauma. 
Since early childhood he had been considered a 
bleeder. There had been copious epistaxis, an in- 
termittent hemorrhage of two weeks’ duration fol- 
lowing the extraction of a tooth, and bleeding for a 
week following a laceration of the scalp. He denied 
knowledge of hematuria and melena. Both ankles, 
the left more frequently than the right, had for 
years with and without preceding trauma, become 
swollen and painful, and occasionally the skin had 
become discolored with the subsidence of the pain 
and swelling. The most recent involvement was the 
right ankle six months previously. The left and 
right knee, ten and six years ago respectively, had 
become markedly swollen and quite painful follow- 
ing mild trauma. Six years ago, as a result of a fall, 
a large mass appeared over the left ilium associated 
with severe pain on motion of the left hip, and was 
followed by marked discoloration of the underlying 
skin. Both wrists have been moderately swollen and 
painful following slight trauma repeatedly for the 
past fifteen years. The right elbow has been rather 
frequently the site of swelling and pain following 
slight injury for the past twenty-four years. The 
left elbow has been also similarly involved but less 
frequently and less severely. 

The joints have remained stiff, and there has been 
occasional crepitation on motion for about one month 
after the subsidence of the acute symptoms. No 
permanent stiffness nor ankylosis has resulted. 

The patient has two brothers aged forty-five and 
twenty-seven years who are bleeders, and both of 
them have had involvement of their joints. One 
brother aged thirty-three is living and well. Two 
brothers died in infancy as a result of profuse hem- 
orrhages. Two sisters, living and well, have no male 
children. The patient knows nothing of the occur- 
rence of hemophilia in members of previous gener- 
ations of his family. 

Physical examination revealed a _ well-developed, 
but poorly nourished white male who seemed to be 
mentally deficient. The teeth showed numerous cav- 
ities. The right ankle was moderately swollen and 
the skin over it was of a brownish color. Passive 
and active motion of the right ankle was limited. 
The left ankle was also slightly swollen and there 
was slight limitation in motion both in flexion and 
extension. Both elbows showed slight enlargement. 
The knees and wrists showed no abnormalities. The 
remainder of the physical examination revealed noth- 
ing abnormal. 

The coagulation time of 1 cc. venous blood in 0.9 
cm. test tube (L. & W.) has been repeatedly between 
one hour and two hours and fifteen minutes. 

The blood showed 82 per cent hemoglobin, 4,870,- 
000 red blood cells per cubic millimeter and 6,850 
white blood cells per cubic millimeter. The differ- 
ential white blood count was normal. The Kahn re- 
action was negative. Urine and spinal fluid showed 
nothing abnormal. 

X-ray examinations of the wrists, knees, elbows and 
hips were found to be negative. Both ankles showed 
a diminution in the joint space with some irregu- 
larity of the left ankle. There were also some cysts 
in the lower end of the tibia. 

In summary, an hemophiliac was admitted to the 
hospital on account of an acute swelling of the left 
ankle which resulted from hemorrhage into the joint. 


He had had previous hemorrhages into both ankles, 
knees, left hip, both wrists and both elbows. The 
only residual joint changes which could be detected 
either clinically or by Roentgen ray examination 
were those in the ankle joints. These consisted in 
limitation of motion, pain, and tenderness with dis- 
coloration over the right ankle joint, and changes in 
the joints and adjacent bone on x-ray examination. 


FIG. 5. Roentgenograph of ankle joints (Case IV) showing 
cysts in the lower end of both tibiae and irregularity and nar- 
rowing of the joint space of the left ankle. 


In the right ankle the joints were characterized by 
slight irregularity of the joint space on lateral view, 
and cystic areas in the lower end of the tibia. In 
the left ankle definite irregularity and narrowing of 
the joint space were seen and cysts in the lower end 
of the tibia were present. 

This patient demonstrates that one may have 
repeated hemorrhages into many joints and yet have 
no joint lesions which can be detected clinically. 


CASE V 


The patient, a man twenty-seven years old, was 
admitted to the hospital on account of hematuria. 
For the preceding month the condition had varied 
in degree. There had been several severe attacks 
of pain in the left lumbar region, associated with 
sharp elevations of temperature. Recurring attacks 
had been present for many years. He had had many 
hemorrhages of varying severity from different 
sources since early childhood. 

The history of joint symptoms was an outstand- 
ing feature of the patient’s story. From the age 
of five years the ankles have been discolored and 
painful upon slight trauma. The overlying skin has 
never been discolored and there have been no resid- 
ual deformities. Likewise the knees have been re- 
peatedly swollen and painful following trauma since 
the age of seven years. Both knees have been stiff 
and the legs could not be flexed on the thighs beyond 
a 90 degree angle. Only once has the skin around 
the knees become discolored; this followed tight 
bandaging during a period of swelling. The hip 
joints have never been painful. The right arm from 
the fingers to the shoulder became swollen at about 
the age of nine years. The arm was placed in a 


splint and when it was removed a contracture of the 
wrist and fingers was found. The left shoulder be- 
came swollen and painful for the first time four- 
teen months ago; this gradually subsided to recur 
again four months prior to his entry, when the 
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symptoms remained at their height for three days. 
One month later a slight discoloration of the skin 
over the upper half of the biceps muscle appeared. 
During the present admission to the hospital there 
appeared a sudden spontaneous fusiform swelling of 
the left elbow. This was accompanied during the 
first two days by severe pain which gradually sub- 
sided and continued as a dull ache. 

The patient’s only brother died at the age of five 
years as a result of hemorrhage which followed bit- 
ing the tongue. One maternal uncle died during 
infancy following prolonged bleeding. 

Except for mumps at the age of ten years the pa- 
tient’s illnesses have been referable to the hemor- 
rhagic diathesis. 

On physical examination he appeared to be a well- 
developed, well-nourished white man. The teeth 
were carious and there was a moderately severe py- 
orrhea. Slight tenderness was elicited on deep pres- 
sure over the lumbar regions; this was more marked 
on the left than on the right. The right wrist was 
held almost fixed in flexion and adduction. The fin: 
gers were held fixed in semiflexion. The hand and 
wrist were small and atrophic. There was little ap- 
preciable asymmetry of the forearms. The left el- 
bow remained somewhat swollen, and because of the 
swelling, was held with the forearm flexed on the 
arm at an angle of 100 degrees. The knees were 
stiff; flexion was limited to a 90 degree angle. The 
rest of the physical examination revealed nothing 
abnormal. 

Laboratory examination: The urine was dark red 
in color and contained large amounts of blood. The 
red blood count was 3,650,000 per cu. mm. and the 
hemoglobin 65 per cent. The platelets were normal 
in number. 

An x-ray examination of the joints showed the fol- 
lowing changes. Both knee joints were slightly en- 
larged. There were no signs of increased areas of 
density in the periarticular tissues. The left knee 
was more extensively disorganized than the right. 
There was diminution in the size of the joint space 
and irregularity of the surface of both the tibia and 
femur. There was marginal lipping of the tibia and 
femur. The most striking alterations and irregu- 
larities were observed over the areas of greatest 
pressure. Beneath the joint margin of the left tibia 
there are a number of cyst-like areas. There is also 
one in the medial condyle of the left femur. The 
changes observed in the joints were indistinguisha- 
ble from those frequently seen in degenerative (hy- 
pertrophic) arthritis. 

The left elbow joint showed narrowing and ir- 
regularity of the joint space. The articular sur- 
faces of the humerus and radius were quite irreg- 
ular. 


Comment: From these five cases we have ob- 
served and those reported by others, it is con- 
elusive that a variety of alterations in the vari- 
ous structures of the joints may occur and that 
they depend to some extent at least upon the 
number of hemorrhages into the joint. These 
may be discussed to advantage as the changes 
occurring in the synovial tissues, in the carti- 
’ lage, and in the bone. 


CHANGES IN THE SYNOVIAL MEMBRANE 


Key? has shown that when blood is injected 
into a normal joint cavity it acts as a mild ir- 
ritant and hyperplasia of the synovial mem- 
brane follows. There is in addition an accumu- 
lation of macrophages which become filled with 
broken-down blood pigment in the subsynovial 


tissues beneath the fibrous capsule. Some of 


this pigment is absorbed and finally disappears, 
but much of it may remain permanently in the 
tissues surrounding the joints. In the case of 
hemophilia, in which the hemorrhages are re- 
peated, and the blood clots with difficulty the 
synovia becomes hypertrophied, the subsynovial 
tissues become thickened with fibrous tissue, and 
contain large amounts of broken-down blood pig- 
ment containing iron. This thickening and the 
iron pigment cast a dense shadow in the x-ray, 
and is often mistaken for calcification. Freund? 
has examined the synovial membrane from a 
patient with hemophilia and has shown that the 
ash contained 71.16 per cent iron, and Key has 
shown that the excised synovial membrane casts 
a dense shadow by x-ray. The increased thick- 
ening of the synovia and fibrous capsule of the 
joint very frequently interferes with its free 
motion and often results in partial fibrous anky- 
losis of the joint. 


CHANGES IN THE CARTILAGE 


Freund? has described early regressive 
changes in the articular cartilage with later 
necrosis and complete loss of it about the mar- 
gins of the articular surface. He also describes 
irregular areas of cartilage destruction, which 
he attributes to disturbances in the subchondral 
bone, resulting from hemorrhage. Following 
the destruction of cartilage, it may be heaped 
up at the edge of the destroyed area and changes 
seen similar to those which occur in hypertrophic 
(degenerative) arthritis. Furthermore, there is 
no bony ankylosis but there may be depressions 
or cavities in the bone which are filled with 
blood and which communicate with the joint 
cavity. 

CHANGES IN THE BONE 


The alterations in the bone vary in different 
eases according to the number and position of 
the previous hemorrhages. Various lesions have 
been described. If the hemorrhage has been 
subperiosteal there may be erosion of the bone 
at that area** with irregular new bone forma- 
tion, or irregular calcification of the hematoma. 
When the joint has been more or less immobilized 
there may be some atrophy of the bone, but this 
is neither constant nor characteristic. Cysts in 
the bone are one of the outstanding features. 
They are observed in either the intra-articular 
portion of the bone or at some distance from 
the joint line. (Cases I and IV.) In our eases 
they were observed in the tibia, the pelvis, and 
the femur; they also may be observed in the 
ulna or humerus. In some cases they communi- 
cate with the joint, in others they are isolated 
in the cancellous bone. They may be filled with 
blood clots or organized hematoma or detritus, 
and lined with connective tissue. 

The most likely explanation for the develop- 
ment of these cavities is that they are the end 
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products of disintegrated blood from hemor- 
rhages into the bone. 


X-RAY EXAMINATION OF THE JOINTS 


When the joints of patients with hemophilia 
are examined with the x-ray, the findings vary 
according to the time of examination, the num- 
ber and duration of hemorrhages that have taken 
place, and the resulting changes in the joints. 
Freund? has collected the descriptions which 
have been recorded in the literature and from 
these reports and our own observations, it can 
be stated that there is no absolutely character- 
istic picture present in all cases. A knowledge 
of the anatomical changes which occur in the 
hemophiliec joints makes it possible to predict 
from the x-ray examination the type and ex- 
tent of the lesions. 


In the cases with an acute hemarthrosis, the 
only thing which may be observed is an increase 
in the size of the joint and some haziness about 
the joint cavity. This increased density is due 
to the presence of blood in the tissues. When 
the hemorrhage has been repeated, iron pig- 
ment is deposited in the synovial and subsyno- 
vial tissues, and a dark shadow will be cast as 
a result of large amounts of iron. This disap- 
peared following the removal of the synovial 
membrane, and when the removed synovia was 
examined by the x-ray, it was found to cast a 
dense shadow. Sometimes these dense shadows 
have been interpreted as being due to calcifica- 
tion in the tissues**. However, when the tis- 
sues have been examined it has been shown that 
the material responsible for these shadows is 
iron pigment resulting from disintegrated hemo- 
globin. 

In most cases, when the hemorrhage is fre- 
quently repeated permanent changes occur in 
the joints. It should be emphasized, however, 
that the extent of the changes varies tremen- 
dously in spite of repeated hemorrhages, as we 
have observed in Case IV. In this patient there 
was the history of repeated hemorrhages into 
multiple joints, but the only joints showing per- 
manent changes were the ankles. 

The permanent damage varies from a thick- 
ening of the capsule to a destruction of bone 
or cartilage with the formation of exostoses. 
The changes which have been observed by many 
authors are listed below. 


CHANGES OCCURRING IN THE JOINTS BY X-RAY 
EXAMINATION 


Atrophy of bone. 

Irregular, wavy, notched, double epiphys- 
eal line. 

Narrowing or absence of the joint space. 

Curving of the diaphysis of the femur. 

Displacement of the median condyle of the 
femur. 


Subluxation of the joint. 

Thickening of bone 

Erosion of cortical bone due to subperiosteal 

_hemorrhage. 

Notching of the joint surfaces and irreg- 
ular erosions and exostoses at the periph- 
ery of the joint margins. 

Ankylosis of joints. 

Tibia and femur ankylosed. 

Patella and femur ankylosed. 

Cysts in the bones—sometimes communicat- 
ing with the joint cavities, at other times 
removed from the joint cavity. 

Calcification (?) in subcutaneous tissues. 

Deposition of iron in subsynovial tissues. 

Calcification of subperiosteal hematoma. 

Flattening of head of femur. 

Deformities of head of humerus. 


From this list, it is obvious that there are 
no characteristic x-ray changes, but they de- 
pend upon the number of previous hemorrhages 
together with the changes which follow. 

The clinical picture of acute hemarthrosis in 
hemophilia may be summarized as follows: A 
boy with hemophilia notices-soon after a slight 
trauma to one of his joints that acute pain 
with subsequent swelling occurs. In many cases 
the trauma is so slight as to be passed unnoticed 
at the time. The pressure on the joint struc- 
tures from walking is sometimes sufficient. One 
patient we saw could scarcely walk across the 
room without having a hemorrhage into his 
ankles or knee joints. The swelling occurs with 
great rapidity so that within a few hours the 
joint increases greatly in size and circumfer- 
ence. In other cases the swelling takes place 
gradually and increases in size over several days. 
As a rule, the pain is in direct proportion to 
the degree of swelling and tension within the 
joint. There is usually some limitation of mo- 
tion depending upon the size of the hemorrhage. 
As a rule there is no elevation of the local tem- 
perature and no redness. If the hemorrhage is 
confined to the inside of the joint capsule there 
may be no discoloration of the skin; however, 
in most cases effusions of blood may be seen 
in the tissues about the affected joint. The 
body temperature may be elevated with a mod- 
erate leucocytosis. By x-ray the joint shows 
nothing more than soft tissue swelling with an 
increase in the density of the periarticular tis- 
sues due to the presence of blood. Swelling 
disappears in from two to fifteen days. 

When the hemorrhages occur repeatedly into 
the same joints, chronic changes frequently en- 
sue. The result as regards function of the 


joints varies from normal movement to great 
restriction in motion due to fibrous ankylosis. 
The alterations in joint structure are sometimes 
confused with Charcot joints, gout or degenera- 
tive (hypertrophic) arthritis, and a careful dif- 
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ferentiation is necessary. There may be mus- 
cle atrophy and considerable disability. 

In spite of the marked disability during the 
attacks of acute hemorrhage, relatively little 
permanent functional disability occurs in spite 
of the extensive changes seen by x-ray examina- 
tion. The chronic changes may be altered at 
any time by the appearance of new hemorrhages. 

Bleeding into the joints occurs not only in 
hemophilia, but it may also be observed fol- 
lowing trauma in a normal individual and in 
thrombopenie purpura, scurvy and leukemia. 
One always should suspect hemophilia, however, 
in a male patient who has acute swelling of 
his joints following slight trauma. The history 
of bleeding and the prolonged coagulation time 
of the blood make the diagnosis certain. 


SUMMARY AND CONCLUSIONS 


Five cases of hemophilia are recorded in 
which the joint lesions were the outstanding 
features of the disease. 

The changes encountered in the various joints 
depend upon repeated trauma and hemorrhage 
into the bone and joints. 


(1) Any or all of the joints may be involved, 
the larger joints of the extremities are more 
commonly the site of hemorrhage than the 
smaller joints. 

(2); The anatomical changes in the joints 
pond closely to those observed in the x-ray. 


co 


(3) The thickening of the synovia and cap- 
sule, with the increase in the density of the 
periarticular tissue, is due to increased fibrosis 
and the deposition of iron pigment. 

(4) Subperiosteal hemorrhage frequently 
leads to erosion of the bone. 

(5) Subehondral hemorrhage and hemor- 
rhage into the cancellous bone leads to intra- 
articular and intra-cancellous cavities. 

(6) The acute hemarthrosis may be con- 
fused with an acute pyogenic arthritis. The 
chronic lesions produced may resemble gout, 
degenerative arthritis or tuberculosis. 

(7) There are no absolutely characteristic 
radiographic changes in the joints. 

(8) <A careful history for the presence of re- 
eurrent and prolonged bleeding in a male, with 
a prolonged coagulation time of the blood with 
a normal bleeding time and a normal number of 
blood platelets, establishes the diagnosis. 
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POISONING WITH A 


=> 


SOME REMARKS ON THE TREATMENT OF BICHLORIDE 


PRESENTATION OF 


TWENTY-ONE CASES * 


BY E. ROSS MINTZ, M.D.t 


T is the purpose of this paper to evaluate the 
present methods of treatment of acute bi- 
chloride poisoning and to suggest some new ave- 
nues of approach in the therapy of these cases. 
Because there is no specific antidote, many 
agents have been employed in the past in an at- 
tempt to combat the intoxication. It is fair to 
state at the start that no one method is beyond 
reproach, and that I have been unable to find 
’ in the literature any specific instance of cure in 
acute mercurialism where no treatment was 
_ given, or where one single method of attack 
was used. In the great majority of the cases, 
with recovery, combined treatment was used, 
and this of course precludes the possibility of 
selecting the single therapeutic agent, or com- 
bination of these, responsible for the result. 
One can, however, by carefully examining a se- 
ries of cases where recovery occurred, and an- 
*From the ee and Urological Services, Massachusetts 
General Hospita 


in Urology, Out-Patient Department, Mass- 
achusetts General Hospital. For record and address of author 


see ‘‘This Week’s Issue,”’ page 1223, 


other series where death ensued, gain some im- 
pression as to the relative efficacy of the treat- 
ment employed. 

Lambert ‘and Patterson! advocated oral ad- 
ministration of alkalies and milk, rectal and . 
colonic irrigations, gastric lavage and hot packs. 
They reported two deaths in sixteen cases. That 
these results are gratifying no one can deny, 
but their series is small and there are no sci- 
entific data in their report to justify a conclu- 
sion that the form of therapy employed was re- 
sponsible for the good results. Nevertheless 
Weiss’, using a modified Lambert-Patterson 
treatment, omitting the bi-daily gastric lavages 
and the colonic irrigations and substituting the 
so-called Imperial drink and Fischer’s solution, 
reports 25’ cases with no fatalities. 

We owe much to Sansum' who in a very com- 
prehensive discussion of the subject feels ‘‘that 
there is no sound experimental basis for the 
belief that the promotion of diuresis contributes 
materially to the chances of recovery in bi- 
chloride poisoning and it would appear in the 
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light of the present study that when 4 mg. or 
more of bichloride per kilo, have entered the 
tissues, death regularly occurs and that we have 
no adequate grounds for believing that death 
is preventable by any form of known treat- 
ment’’. He advocates mechanical removal of 
the poison from the alimentary canal and anti- 
doting the poison before it leaves the portal 
circuit. What was true in 1918 is true now 
but with a slight reservation. Trusler, Fischer 
and Richardson‘ have recently shown experi- 
mentally that when a dog is given a lethal dose 
of bichloride, i.e., 4 mg. per kilo, daily infu- 
sions of 500 ee. of sodium chloride not only fail 
to prevent death but have no appreciable ef- 
fect on the rising blood urea and non-protein 
nitrogen. They likewise showed that when two 
dogs were each given 2 mg. of bichloride per 
kilo, one receiving daily infusions of saline and 
the other no treatment, both animals died, the 
non-treated animal on the seventh day and the 
treated animal on the sixth. : 

Goldblatt®, in his series of 18 cases with five 
deaths, using a modified Lambert-Patterson 
treatment plus Fischer’s solution, states ‘‘that 
the therapeutic value of intravenous glucose and 
alkalies by mouth could not be demonstrated’’. 
Johnstone® studied 21 cases of acute mercurial 
poisoning and reported four deaths, a mortality 
of 18 per cent. His treatment consisted of 
transduodenal and colonic irrigations, gastric 
lavage, intravenous glucose and a low salt, high 
carbohydrate and maintenance protein diet. 
Two patients had repeated venesections and 
transfusions together with routine treatment. 
They both had high non-protein nitrogens, pro- 
longed emesis intervals and a trace of albumin 
in their urines. Recovery was their lot. Due 
to combined treatment one would not be justi- 
fied in concluding that venesections and trans- 
fusions turned the tide, but it is indeed highly 
probable, and a procedure that should be en- 
couraged. It may be significant that in this 
group the six cases that received biliary drain- 
age all got well. Johnstone supports the thesis 
of Sansum ‘‘that the most valuable method of 
treatment is the mechanical removal of the 
poison, as once a lethal dose has entered the 
circulation our chances for saving life are 
small’’. 

Unquestionably the crux of the treatment de- 
pends upon the two above principles, namely, 
mechanical elimination and prevention of ab- 
sorption of a lethal dose. The fatal dose in 
experimental animals has been definitely proved, 
but no such data are available for the human 
being; at least I can find no such reference in 
the literature. Clinical experience shows the 
variability of fatal doses, for what is a lethal 
dose in one case is sublethal in another. Vari- 
ous factors have to be taken into consideration 
such as the state of the stomach, rate of absorp- 
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tion, purgation and the emesis interval. A great 
deal seems to have been made of this last fac- 
tor. Trusler et al.‘ found that after the oral 
administration of bichloride in a dog, if the 
emesis interval was less than thirteen minutes, 
the animal survived. If on the contrary the 
interval was greater than thirteen minutes death 
ensued. C:oldblatt!® believes ‘‘that the mortality 
following the administration of mercuric chlo- 
ride varies directly as the emesis interval’’. If 
this occurs in dogs as these two authors have 
shown it to be, it is not so simple as this when 
applied to a fair number of cases in human be- 
ings. In Weiss’ series, two cases of survival are 
cited where large doses of the drug were taken; 
in one the emesis interval was prolonged, and in 
the other vomiting did not oceur. In eight cases 
of Johnstone’s and four cases of our series, the 
emesis interval was moderately or greatly pro- 
longed and the patient survived even though:a 
dose that had proved lethal in other cases was 
taken. The-contrary is also true, that fatality 
has oceurred in bichloride poisoning where the 
emesis interval was short, and a dose of the drug 
taken which in other cases was not sufficient to 
eause death. This clearly shows that other fac- 
tors come into play in patients who have died 
or recovered. It is to be expected that if emesis 
does oceur early the prognosis should be more 
favorable, as less of the drug is absorbed. 

Goldblatt further states ‘‘that he could not 
demonstrate any relationship between the dose 
of bichloride to fatality’’. Although this on 
the whole is correct, cases are infrequent where 
fatality has occurred when less than 10 er. of 
bichloride had been taken orally. This is not 
true, nevertheless, when the drug has been in- 
serted by vagina, for here one pill (7.5 gr.) has 
caused death in some instances. 

Experimental data (Goldblatt) are on hand 
to show that milk, when given orally with a 
lethal dose of bichloride to animals, does not 
in any way reduce fatalities or influence the 
symptoms or complications of the toxemia when 
the emesis interval is more than thirteen min- 
utes. The same is true of calcium sulphide al- 
though Wilms’ believed that it was the chemi- 
eal antidote for bichloride. Burmeister and 
MeNally’ have been able to detect mercury in 
the blood three minutes after a tablet was placed 
in the stomach of a dog. Menten" (cited by 
Weiss) in a series of experiments on rabbits 
found that in the animals that received about 
5 mg. per kilo of bichloride gross pathologie 
changes could be detected in the kidney in a 
short time. If the dose of bichloride was much 
smaller than 0.012 Gm. per kilo (intravenously) 
microscopic changes indicating kidney damage 
could be detected within five minutes after the 
injections. Kahn, Andrews and Anderson" in 
a chemical and pathologic study of a case of 
bichloride poisoning proved that the metal is 
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present in viaotikelly every tissue of the body; 
the largest amounts were obtained from the 
liver, intestine, brain and kidneys, respectively. 
In face of these experimental figures and data 
it is difficult to see how one can prevent absorp- 
tion of the drug when the rate of absorption 
is so rapid, dissemination of the drug so quick 
and when the large majority of the patients 
enter the hospital hours after taking the drug. 
In the interval before the local physician has 
arrived, which I feel is more than thirteen min- 
utes in most cases, the patient has either saved 
himself by very early vomiting or else has ab- 
sorbed a lethal dose provided, of course, that a 
sufficient quantity has been taken. I am in- 
elined to believe with Sansum that ‘‘it appears 
that persons who have recovered from bichloride 
poisoning owe their lives to the fact that a lethal 
dose has never gained access to the extraportal 
circulation’’. 

That the fatal dose in human beings is not 
the same as in experimental animals can easily 
be seen by the following. In the cases of sur- 
vival reported where the patient has taken two 
or three pills of 7.5 grains each, 15 to 22.5 grains 
(0.9-1.75 Gm.) have been absorbed, provided 
of course that the emesis interval was prolonged. 
This is about three to six times the fatal dose 
for a person of 70 kilos. There is no way of 
telling precisely what amount of the drug is 
taken up by. the liver or other organs and what 
part is free in the systemic circulation. 

To combat this systemic intoxication sodium 

thiosulphate has long been advocated and em- 
ployed. That this drug is useless has been defi- 
nitely proved. Melville and Bruger® found that 
the length of life of dogs receiving a fatal dose 
of bichloride could not be prolonged by subse- 
quent injections of sodium thiosulphate and 
that there there was no evidence to be found 
that mercury is converted to an insoluble and 
inactive sulphide. Young and Taylor® inject- 
ing soluble and insoluble organic and inorganic 
compounds of mercury in rabbits showed con- 
elusively that sodium thiosulphate did not de- 
crease the number of fatalities. On the con- 
trary the percentage of deaths was greater in 
the treated animals than the untreated ones, 
with the exception of the animals treated with 
potassium mercurio-tetra-iodide. 

Haskell and Forbes’®, using strontium thio- 
acetate subcutaneously and intravenously found 
that it did not decrease. fatalities. The un- 
treated animals survived for a longer period 
than the treated ones. It can clearly be seen 
that all experimental and clinical data show 
conclusively that little is to be hoped for in 
treating a case of bichloride poisoning by ad- 
ministration of drugs. So far no specific anti- 
dote has been found that will successfully com- 
bat the intoxication. 

Recently Berger, Applebaum and Young" 


following Anderson* advocated immediate ce- 
costomy and constant colonic lavage as the most 
effective measure for the prevention and treat- 
ment of gangrenous colitis.. Nine cases were re- 
ported where this procedure was carried out, 
with six deaths. The three patients that sur- 
vived were operated on 19, 191% and 15 hours 
respectively after ingestion of the drug, the doses 
being nine tablets, several tablets and one tab- 
let. I agree with Krumbhaar who in discussing 
this paper states that ‘‘the authors’ figures show 
that in the fatal cases 67 per cent of the pa- 
tients died within twenty-four hours and a fur- 
ther 29 per cent died within the next twenty- 
four hours. If I am correct this gives the as- 
tonishing figure of 96 per cent of the proved 
eases fatal in the first forty-eight hours. It is 
difficult to believe that cecostomy will turn the 
tide in most of these cases, so that one is tak- 
ing many patients that are going to recover 
anyhow, a certain number that are going to die 
in the first forty-eight hours and others who 
are on the borderline and submitting them to 
what must be a serious operation in the hope 
of helping a relatively small number who other- 
wise are going to succumb much later’’. Can- 
not high colonic irrigations serve the same pur- 
pose as cecostomy? I see nothing to be gained 
by so radical a procedure and the authors’ sta- 
tistics are far from convincing. It would be 
interesting to know if these (3) patients had 
treatment other than cecostomy, what the emesis 
interval was in each individual case and what 
was done to the patients in the interim between 
ingestion of the poison and their admittance to 
the hospital. Case III would probably have sur- 
vived regardless of what had been done, for, as 
I stated earlier in this paper, cases are infre- 
quent where patients died after taking 7.5 grains 
of bichloride orally. 

Anuria or oliguria associated with acute tubu- 
lar nephrosis in acute bichloride poisoning has 
led some surgeons to favor renal decapsulation. 
Sanford’ reported two cases with recovery 
where this procedure was done and feels that 
it is worth while doing ‘‘on the theory tnat 
anuria is due to obstructive tubular nephritis 
and the decapsulation will relieve the pressure 
on the blocked tubules and aid them to resume 
function’’. Moore and Hellman*™ do not be- 
lieve that the success attendant upon surgical 
decapsulation depends directly upon alteration 
of cortical circulation, and states that ‘‘the 
anuria of acute bichloride nephrosis may be due 
to an inability of swollen and necrotic tubular 
epithelium to prevent resorption of tubular 
urine’’. Be it what it may, one finds in the lit- 
erature more deaths following this procedure 
than survivals. It certainly offers little. 

Cholecystostomy has been done (Goldblatt) in 
dogs who received intravenously 2-3 mg. of bi- 
chloride per kilo, with good-results. Five ani- 
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mals were used and a ‘‘complete inhibition of 
symptoms’’ and complete alsence of character- 
istic blood changes were noted. It would be ex- 
tremely interesting to further investigate this 
procedure. 


CLINICAL 


The records of 21 patients from the Massa-| 


chusetts General Hospital were studied and 
form the basis of the present report. Among 
these 21 there were eight who died (38 per 
cent), a much higher percentage than is re- 
ported by other authors. All had a routine 
treatment very similar to the Lambert-Patterson 


formula. Table I shows that in all the fatal 
TABLE I 
Bwioop PicTuRE IN 21 Cases oF BICHLORIDE POISONING 
Sev. RBC WBC Heb. NPN Chlo-: 
rides 
1. M 3,350 15,600 75 23 — 
3. F 3,860 36,800 80 = 575 
4, F 63,000 60 88 
5. M 4,300 17,700 60 26 — 
6. F — 48,600 95 170 — 
7. M — 10,630 80 34 — 
8. M 12,200 24 
9. F —- 26,000 75 100 -- 
125 
10. F 5,590 32,000 90 42 —_ 
2,930 45 145 
11. M 5,700 12,450 — 55 620 
32 544 
12. F 5,200 34,000 90 78 501 
3,010 60 250 425 
13. M 23,000 85 
14. M 9,800 80 27 
15. M 11,000 90 29 
16. M 13,000 95 41 
17. Ss 3,800 16,700 65 30 — 
18. M 3,800 7,600 75 
19. F 5,264 35,000 85 50 504 
78 32 
20. F 4,930 40,250 80 43 — 
21. Ss 3,570 20,200 70 165 482 
29 468 


cases there were high leucocyte counts and ele- 
vated non-protein nitrogens in the blood, except 
in case 20 in which there was a non-protein 
nitrogen of 43. The leucocyte count in the 
non-fatal cases, including both the mild and 
severe types, was only in rare instances over 
20,000. Most of them are below this count. In 
case 21 there was a non-protein nitrogen of 
165 and recovery took place after a stormy six 
weeks’ convalescence. A number of cases sim- 
ilar to this one can be gleaned from the litera- 
ture. In a good number of the present series 
of cases the erythrocyte count failed to be taken. 
Of the ones recorded a secondary anemia was 
present in the mild as well as the severe and 


was paid to blood chlorides. The urinary find- 
ings as shown in Table II are of interest. A 
trace or a large trace of albumin was present in 
nearly all the fatal cases. However, a few of 
the patients who ran a mild course showed a 


TABLE II 


URINARY FINDINGS IN 21 CASES 
OF BICHLORIDE POISONING 


Sever- Albu- RBC* WBC* Casts* Anuria 
ity min 
1M S§ST-LT 3-4 1-2 Num. —— 
2 %M LT 0 0 — 
4. F T 2-3 1-2 Num. + 
5. M T 4-6 Occ. 0 — 
6. F LT Occ. 0 Num. +++ 
7 M 0 0 10-15 0 — 
8 M 0 0 0 — — 
9. F T Occ. 
10. F LT 0 Occ. Num. 
11. M T 2-3 2-3 6-10 Oliguria 
13. M 0 0 Few 0 — 
14. M £§PT 0 3 0 
15. M 0 0 2-3 0 —_ 
16. M SPT 0 4-6 0 — 
17. +S LT 4-5 5-10 0 Oliguria 
18. M T 0 0 Few —_ 
19. F LT 0 # Loaded — 7 days 
++4++ 
20. LT Rare 3-8 Loaded ++-++ 
21. § ST 5-10 5-7 1-2 +++4+ 
M = mild 
S = severe 
F = fatal 


SPT = slightest possible trace 
ST = slight trace 
T = trace 
LT = large trace 
* = on admission 


trace of albumin in their urines. In case 2 
there was a large trace of albumin with a neg- 
ative urinary sediment, normal leucocyte count 
and blood non-protein nitrogen. The urinary 
sediment in the majority of the cases was es- 
sentially negative. It is of interest to note that 
red blood cells in the urine were not present, 
or were present in very small numbers, in all 
of the fatal cases. The same was true for the 
leucocytes, except in case 19. This patient’s 
urine was loaded with white cells. Of the eight 
fatal cases there were four in which there were 
numerous casts in the urine. There was no 
record made of urinary casts in the other four 
eases. Anuria occurred in nearly all the fatal 
eases. Case 19 was anurie for seven days, the 
entire duration of his stay in the hospital. How- 
ever, in case 21 there was anuria for five days 
and recovery. The latter is not uncommon. A 
fair number of similar instances have been re- 
ported. The emesis interval as shown in Table 
III was markedly prolonged in most of the fatal 
eases. In case 6 there was an emesis interval of 


fatal cases. Unfortunately very little attention 


15 minutes and death, while in case 7 there was 
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an emesis interval of two hours and survival. 
Both patients took about the same dose of the 
poison. Most of the patients who died entered 
the hospital several hours after the ingestion of 


TABLE III 


Dose, CouRSE AND EMESIS INTERVAL IN 21 CASES 
OF BICHLORIDE POISONING 


ne 

1, 37.5 Few min. ? M 8 
2. 15. 10 min ? M 13 

3. ? Long time 4 days F 3 

4.° 2 2 hrs. 2 hrs. F 7 

(Salt sol.) 

5. 15. hrs. 30 min. M 13 

6. Pills 15 min hrs. F 5 

7. 22.5 hrs. 1 hr. M 9 

8. 15. orally Min. ? M 11 

15. R. 

9. 15. 20 min 10 hrs F 6 
10. 7.5 V. Hrs. 3 hrs. F 15 
11. 15. ? 4 hrs. M 20 
12. 15. ? 3 days F 14 
13. 15. | ? 3 hrs. M 22 
14. 7.5 2 hrs. ? M 7 
15. 15. ? 30 min M 8 
16. 30:40 20 min 3-4 hrs M 6 
17. 30. Min. 4 hrs. Ss 15 
18. 7.5 Min. 2 hrs. M 5 
19. 15. Hrs. 24 hrs F -:. 7 
20. 45. 1% hrs 1% hrs F 2 
21. 37.5 Min. 5 days Ss 6 

wks. 


the drug. On the other hand some of the pa- 
tients whose cases were mild did likewise and 
it was difficult in this group to ascertain the 
kind of treatment given before entry. In three 


TABLE IV 


EXAMINATION OF FEcEs IN 21 CASES 
OF BICHLORIDE POISONING 


Severity Stools Hg. 
Guaiac 

1. M N N* 

2. M af p** 
3. F ++++ P 
4. F t+++ P 
5. M +++ P 
6. F +++ N 
7: M +4+4 P 
8. M P 
9. F 
10. F ++ P 
11, M ++++ 
12. F — P 
13. M N N 
14. M N N 
15. M N N 
16. M at N 
17. Ss N N 
18. M N N 
19. F N N 
20. F ++++ 
21. S +4+++ 


*N = negative 
**P positive 


eases (1, 16,21) about 37.5 grains of bichloride 
were taken and the patients survived. In case 
10 one pill (7.5 grains) was inserted vaginally. 
The patient died. Case 8 took two 7.5 grain 
pills orally and inserted two rectally. This pa- 
tient ran a mild course. In no case was there 
a death where the patient took less than 10 
grains orally. 

Colitis occurred in six cases. Two of these 
patients died. All six patients had positive 
guaiacs and mercury in their feces. Table IV 
shows that in five of the fatal cases there were 
positive guaiacs and a positive test for mercury 
pin the feces. There was no mention of guaiacs 
in two cases. In one fatal case there was a neg- 
ative guaiac and a negative test for mercury in 
the stool. In many of the mild cases there were 
negative stools. A few, however, were positive 
for blood and mercury. 


COMMENT 


From the literature one may conclude that 
calcium sulphide, sodium thioacetate and thio- 
sulphate, milk, intravenous saline, diuresis. al- 
kalies, cecostomy and Cecapsulation are of no 
avail. Gastrie lavage, too, would only be help- 
ful if the patients were seen 10 to 13 minutes 
after ingestion of the drug, for it has been shown 
experimentally that it takes 10 minutes for a 
tablet to be absorbed from the stomach. Re- 
peated venesections and transfusions as sug- 
gested by Johnstone may be of some help. It 
is significant that the six cases that had biliary 
drainage recovered. Perhaps cholecystostomy 
in the human being in acute mercurialism may 
have the same beneficial effects as in dogs. 
Colonie irrigations should be of aid in combat- 
ing colitis. Nothing, however, is mentioned in 
the literature of prophylaxis. If it would be 
possible to coat the bichloride tablet with some 
emetic the patient would vomit long before 
the bichloride is absorbed. In a conversation 
with the writer, Dr. Reid Hunt of the Depart- 
ment of Pharmacology at Harvard Medical 
School, suggested copper sulphate as probably 
the best emetic. 

It can be readily seen that the present-day 
treatment of acute mercurialism does not har- 
monize at all with the experimental evidence at 
hand. On the contrary if one should apply the 
experimental evidence in a case of acute bi- 
chloride poisoning, the patient on admission to 
the hospital would have absent treatment. This 
indeed would be a radical departure from our 
present method of treatment. It surely would 
take a great deal of courage for the average 
physician, faced with a case of bichloride poison- 
ing, not to attempt some form of therapy. How- 
ever, the treatment in the past has been more or 
less fixed for all patients alike, and does not 
take into consideration the individual case. Con- 


servative treatment and therapy directed to the 
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effects of the poison in each individual case are 
indeed recommended. Repeated venesections 
and infusions of saline and glucose (10 per 

cent) in cases with marked vomiting and diar- 
rhea should be employed more freely. 

On the basis of our own data it can be said 
with a certain degree of assurance that patients 
with an elevated white count, high blood non- 
protein nitrogen and a-large trace of urinary 
albumin almost always succumb. 


CONCLUSIONS 


1, Present-day therapy of acute bichloride_ 
poisoning is unsatisfactory. 

2. Attention should be directed to treating 
the effect of the poison in each individual case 
rather than following a fixed formula in all 
cases. 

3. Repeated venesections and transfusions 
may be of some aid. Infusion of 10 per cent 
glucose and saline in cases with marked vomit- 
ing and diarrhea is recommended. 

4. Asa prophylactic measure the coating of 
pbichloride tablets with an emetic such as cop- 
per sulphate is suggested. 

5. Recovery or death in acute bichloride 
poisoning is not entirely dependent on the dura- 
tion of the emesis interval. 
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ANGINA PECTORIS (OR STATUS ANGINOSUS) AND 
CARDIAC ASTHMA INDUCED BY PAROXYSMAL AURICULAR 
FIBRILLATION AND PAROXYSMAL TACHYCARDIA* 


The Value of Quinidine Sulphate in the Treatment of These Conditions 
BY LOUIS WOLFF, M.D.t 


LTHOUGH angina pectoris has been known 

to the medical profession for over a cen- 
tury, and in spite of abundant opportunity for 
its study, practically no progress has been made 
in the differentiation of distinct types’. It is 
generally recognized, having been. repeatedly 
substantiated by postmortem studies, that coro- 
nary artery disease is the most common lesion 
present in cases of angina pectoris. Neverthe- 
less, the exact mechanism by which the attack 
is produced remains largely a matter of con- 
jecture, and a clear understanding of the ab- 
normal physiology is still lacking. It may be 
helpful, therefore, to call attention to some 
cases of angina pectoris, to be presented in this 
paper, which may be classed together because of 
*From the Cardiac Clinic of the Beth Israel Hospital, Boston. 


+Wolff—Chief of Cardiac Clinic, Beth Israel Hospital. For 
ig and address of author see “This Week’s Issue,” page 


certain characteristics which are common to the 
group. 


ANGINA PECTORIS OR STATUS ANGINOSUS AND 
PAROXYSMAL INCREASE IN HEART RATE 


The feature which distinguishes this group 
from all other cases of angina pectoris is the 
induction of angina pectoris or status anginosus 
by a paroxysmal arrhythmia, usually parox- 
ysmal auricular fibrillation or paroxysmal tachy- 
cardia. The patient may or may not be aware 
of the change in heart rhythm, and when palpi- 
tation is experienced it is usually much less 
impressive to the patient than the pain, which 
is typical in location, radiation, and character 
to that occurring in the angina of effort. It 


is easy, therefore, to overlook the true nature 
of the attack unless the patient is seen during 


the paroxysm or is carefully questioned in re- 
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gard to palpitation. Since the paroxysmal ar- 
rhythmia may persist for only a few minutes, 
the pain may completely correspond to that oc- 
curring in the angina of effort. Usually, how- 
ever, the paroxysm is of much longer duration, 
often lasting many hours, so that coronary 
thrombosis is simulated. Vomiting, which may 
accompany either the very short or the long 
attacks, weakness, fainting, dizziness, collapse, 
profuse perspiration, and anxiety are other 
symptoms which may occur. The occurrence 
of repeated attacks of angina without any ap- 
parent exciting cause, or following the most 
diverse events is striking but confusing, until 
it is realized that the pain is induced by a parox- 
-ysmal arrhythmia. Thus attacks frequently oc- 
eur while the patient is resting, or may fol- 
low the drinking of cold water, psychic stimuli, 
or distress after meals without exertion. One 
patient had an attack following the extraction 
of a loose tooth which was removed without any 
anesthetic and with practically no pain. Noe- 
turnal attacks, awakening the patient from sleep, 
are common. A patient who had very short at- 
tacks (total duration of paroxysms and pain 
ten years, longest attack from five to six min- 
utes) experienced pain only when the rapid 
heart action persisted for more than one or two 
minutes. On the other hand it is interesting 
to note that in one of our patients the auricular 
fibrillation, which had previously been parox- 
ysmal, at one time became permanent; the pain, 
however, which was induced by the rapid heart 
action, disappeared after some hours and while 
the auricular fibrillation was still in progress. 
Nitroglycerine usually is not effective in abolish- 
ing the pain which is induced by a paroxysmal 
arrhythmia, only one patient in this group re- 
porting relief following its use. The relief in 
this case was transient, lasting only a few min- 
utes. The pain finally disappeared, not to re- 
turn, when the heart rhythm became normal. 

All four patients presented in this report had 
angina of effort in addition to the angina in- 
duced by paroxysmal rapid heart action, though 
- jn one, and possibly in another, the first attack 
of angina was induced by paroxysmal tachy- 
cardia. This last mentioned patient had parox- 
ysmal tachycardia for seven years before pain 
was induced by a paroxysm. In two patients 
paroxysmal auricular fibrillation first appeared 
some time after the onset of angina pectoris, and 
in one of these not until after coronary throm- 
bosis had occurred. 


CARDIAC ASTHMA 


In two patients of this series dyspnea, wheez- 
ing, cough, and expectoration of sputum, in ad- 
dition to pain, were induced by the rapid heart 
action. With the cessation of the arrhythmia, 


| while pulmonary rales, when present, disap- 


peared much more slowly. The attacks were so 
typical of cardiac asthma that this diagnosis was 
made, and not rejected when the exact nature 
of the condition was appreciated. 


CASE REPORTS 


Case I. T. T., a widow, aged 63, was first seen 
by the author August 23, 1932. The past history 
revealed that she had typhoid fever, scarlet fever, 
and facial paralysis in early life. Three years ago 
she underwent a pelvic operation, and 16 months ago 
suffered a fracture of the hip. She thought she had 
had “bronchitis” for many years. The present illness 
began three weeks ago, awakening her out of sleep, 
with a sharp attack of pain under the lower sternum 
radiating through to the back and down the left 
arm. She also experienced dyspnea, wheezing, 
cough, expectoration of sputum, and palpitation. She 
took soda without relief but in five minutes the at- 
tack ended spontaneously. The pain recurred al- 
most every night since then, the longest attack hay- 
ing a duration of from five to six minutes. The day 
before being seen she had for the first time, pain 
on effort, and nitroglycerine, which had not been used 
previously, gave prompt relief, 

Physical examination showed an elderly woman, 
mentally clear, in no distress. The skin, mucous 
membranes, pupils, fundi, thyroid and lymphatic 
glands, lungs, and reflexes were not remarkable. All 
the teeth were false. The blood pressure was 210 mm. 
mercury systolic, and 100 diastolic. The cardiac 
impulse was felt in the fifth interspace 8 cm. to the 
left of the midsternal line, and 1 cm. within the mid- 
clavicular line. The left border of dullness corre- 
sponded, the supracardiac dullness was somewhat 
wide. The heart rate was 72 per minute, and there 
were many premature beats. At the apex the first 
sound was accentuated and a third early diastolic 
sound was easily heard. There was a slight sys- 
tolic murmur at the apex, and a louder one at the 
aortic area. There was no peripheral edema. 

She was next seen by me on the thirtieth of Sep- 
tember, 1932. She had spent two or three weeks in 
bed and was doing very well until the previous night, 
when she was awakened by very severe pain. Cough, 
wheezing, dyspnea, and expectoration of sputum ac- 
companied the attack. Nitroglycerine afforded no 
relief, but the attack subsided spontaneously in half 
an hour. The attending physician considered coro- 
nary thrombosis as the probable diagnosis. How- 
ever, the nurse stated that during the attack the 
pulse was rapid and irregular, that later the pulsé 
became normal and the symptoms quickly passed 
off. The patient was aware of the abnormal heart 
action. No evidence of coronary thrombosis was ob- 
tainable. 


CasE II. Mrs. S. U., aged 58, was admitted to the 
medical ward of the Beth Israel Hospital on the first 
of April, 1929, and discharged April 14, 1929, with a 
diagnosis of arteriosclerosis, hypertension, angina 
pectoris, with question of acromegaly, and diabetes 
mellitus. 

The menopause occurred at the age of 46. 

After the death of a son from “shock” at the age 
of 29, about two years before her admission, she be- 
came very nervous and noted the onset of the pres- 
ent illness, with symptoms consisting chiefly of pain, 
dyspnea, and palpitation. She described the pain as 
beginning in the left side of the chest, high and an- 
teriorly, radiating to the back, left side of the head 
and jaw, left shoulder and arm to the finger tips, 
and to the tongue. At first the attacks came about 
once a week, lasting from five to ten minutes, but 


the dyspnea and wheezing quickly disappeared, 


for a year they were more frequent and of longer 
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duration, coming almost daily and persisting for 
from four to six hours. The attacks often occurred 
at night, and frequently followed the drinking of cold 
water. 

Examination showed an obese, comfortable ap- 
pearing woman of 58 with features suggestive of 
acromegaly. The blood pressure was 195 mm. mer- 
cury systolic, and 110 diastolic. The heart was mod- 
erately enlarged, and there was a systolic murmur 
at the apex. There were many premature beats. 
Crepitant rales were heard at the right base. 

The enlargement of the heart was confirmed by 
x-ray examination. Electrocardiogram showed left 
axis deviation, a deeply inverted T1, and many au- 
ricular premature beats arising from different foci. 

' During her stay in the hospital she had one typi- 
cal attack of angina pectoris promptly relieved by 
nitroglycerine. 

She was then followed in the Cardiac Clinic of 
the Beth Israel Hospital where it was noted that 
many seizures began with palpitation, quickly fol- 
lowed by the typical pain, and sometimes by vomit- 
ing. Dyspnea, wheezing, and cough accompanied 
some of the attacks. Nitroglycerine afforded no re- 
lief. During one of her visits to the clinic a 
paroxysm of auricular fibrillation began and she 
was immediately given morphia and an electrocar- 
_ diogram was taken. In January, 1931, she stated 
that angina on effort was becoming more frequent. 

Toward the end of May, 1932, an attack of palpita- 
tion and pain began, but instead of disappearing at 
the end of from four to six hours, as usual, the pal- 
_ pitation persisted, though the pain later disappeared. 
On June 9 she was referred to the ward for quinidine 
therapy. Examination at this time showed auricu- 
lar fibrillation and crepitant rales at both lung bases. 
She was digitalized and then given quinidine with 
restoration of normal rhythm. She was discharged 
much relieved, having been instructed to take a dai- 
ly ration of quinidine. 

On her subsequent visits to the Cardiac Clinic it 
was noted that she was doing very well, continuing 
to take quinidine daily. : 


CasE III. B. K., a married man of 61, employed 
as a motorman, was followed in the Cardiac Clinic 
of the Beth Israel Hospital after his discharge from 
the Medical Ward. He was first seen in the Cardiac 
Clinic on September 26, 1929. 

The past, family, and marital histories were un: 
important. 

For 15 years he had been having attacks of pal- 
pitation, consisting of rapid, regular, heart action. 
These attacks always began and ended abruptly, and 
were often terminated by taking a deep breath or 
bending forward. They never continued for more 
than a few minutes. Paroxysms frequently occurred 
at night, awakening him out of sleep. Eight years 
ago, after narrowly avoiding an accident, he imme- 
diately had a sensation of heat surging through his 
body, followed by palpitation and a squeezing sensa- 
tion over his heart. This attack lasted three min- 
utes leaving him exhausted. Thereafter similar at- 
tacks, not related to exertion, occurred about once 
a week. The pain radiated to the right shoulder and 
arm, and occasionally vomiting occurred with the 
seizures. For the past four years the attacks had 
become more frequent, occurring day and night. Tha 
pain occurred only if the paroxysms of tachycardia 
persisted for more than one or two minutes, and 
now occurred cn exertion as well as with the rapid 
heart action. 

Physical examination was negative, except for a 
few scattered rales at the lung bases, and a barrel- 
shaped chest. The blood pressure was 114 mm. mer. 
cury systolic, and 80 diastolic. Electrocardiogram 


showed left axis deviation, diphasic T! and T, invert- 
ed T™, and a deep Q wave in lead III. All other lab- 


oratory studies, including an x-ray examination of 
the heart, were negative. 

A diagnosis of angina pectoris and paroxysmal 
tachycardia was made. 

In December, 1929, he was started on a daily ra- 
tion of quinidine sulphate. Thereafter he noted con- 
siderable improvement until March 24, 1931, when 
seven attacks of pain without palpitation occurred 
during the day, all promptly relieved by nitrogly- 
cerine. After this the slightest exertion was fol- 
lowed by pain, and in May, 1931, he died suddenly. 
There was no autopsy. 


Case IV. M. F., a married man of 46, was followed 
in the Cardiac Clinic of the Beth Israel Hospital af- 
ter his discharge from the Medical Ward on Janu- 
ary 6, 1931. He had had angina pectoris for thres 
years, and was admitted to the medical ward follow- 
ing an attack of coronary thrombosis, complicated 
later by a cerebral embolus. 

Physical examination showed sclerosis of the ar- 
terial walls, and a blood pressure of 170 mm. mer- 
cury systolic and 108 diastolic. The heart was mod- 
erately enlarged. Otherwise the findings were nega- 
tive. The only important laboratory finding was left 
axis deviation and inverted T: and T of the electro- 
cardiogram. 

July 21, 1932, he stated that pain occurred if he 
walked one block. Nitroglycerine afforded * prompt 
relief. In October 1932, after a tooth extraction 
(without anesthesia), his heart began to beat very 
fast and irregularly, and he was seized by severe 
chest pain radiating into the left arm. Nitrogly- 
cerine gave intermittent relief only. The attack 
lasted five hours, and was followed by a similar at- 
tack lasting two hours, six days later. When seen 
the following day no change in his physical condi- 
tion could be found, nor was evidence of coronary 
thrombosis obtainable. He was certain that the 
rapid irregular heart action immediately preceded 
the pain, which disappeared as soon as the heart 
rhythm returned to normal. He could not recajl 
similar attacks in the past, although for some 
months he had complained of palpitation, which was 
interpreted as being due to premature beats, and so 
stated on his record. Quinidine was prescribed, and 
on his visit to the Cardiac Clinic on October 27, 
1932, he stated that he averaged two attacks daily, 
but they now never persisted for longer than three 
minutes, whether or not he took nitroglycerine. 
Again he related that the rapid irregular heart ac- 
tion was the first symptom to appear, and that upon 
its cessation the pain at once would melt away. 
There was no change in his physical condition. 


DISCUSSION 


It appears to be of some importance to recog- 
nize that a group of cases such as is described 
here exists not only because it is helpful in the 
attempt to differentiate distinct types of angina 
pectoris, but also in view of other considerations 
which will be mentioned. The confusion in diag- 
nosis which this group makes possible is in it- 
self of considerable interest, and was strikingly 
seen in each of the cases reported i in this paper. 
When the patient is first seen the diagnosis of 
angina pectoris may be rejected altogether, be- 
eause of the manner in which many attacks are 
provoked, the occurrence of symptoms which 
usually are not associated with angina pectoris 
but which are due to the paroxysmal arrhythmia, 
and the failure of nitroglycerine to relieve the 
pain, or because a placebo may apparently re- 
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lieve the pain as efficiently as nitroglycerine in 
those attacks which are very brief. Or, on the 
other hand, the diagnosis of coronary thrombosis 
is made because the pain is prolonged, the blood 
pressure falls, pulmonary signs may appear, and 
nitrites are ineffective in abolishing the pain, 
which disappears when the arrhythmia ceases. 
But none of the sequelae which may follow cor- 
onary thrombosis are witnessed. Since embolism 
may follow the termination of auricular fibrilla- 
tion and the resumption of normal rhythm, such 
an event should not be considered as evidence 
of cardiac infarction in patients who have had 
prolonged pain, until the type of case under dis- 
cussion has been excluded. 

There is still another confusing element in the 
differential diagnosis, and that is the occurrence 
of fever and leucocytosis during a paroxysm of 

: rapid heart action. Although these were not. 
seen in the present series of cases, we have ob-' 
served fever and leucocytosis in other cases of 
paroxysmal tachycardia, and many similar cases 
are on record® °, 


Nitrites are usually ineffective in abolishing 
the pain accompanying the arrhythmias, but 
have a favorable influence on the angina of ef- 
fort in the same patients. It may appear that 
nitroglycerine is effective in abolishing some of 
the attacks, but invariably this seems to be the 
case when very short attacks are the rule. It is 
the spontaneous termination of the arrhythmia, 
- and not the nitroglycerine, which ends the pain. 
It is wise not to resort to the use of nitrites, but 
to administer morphia hypodermically, except 
in the very short attacks. Daily rations of quin- 
_idine sulphate have been very useful in the 
. present series of cases, having appreciably re- 
duced the number or duration of paroxysms of 
arrhythmia and the resulting pain or cardiac 
asthma. 

The cardiovascular changes that take place 
during a paroxysm of tachycardia are conducive 
to vascular thrombosis, particularly in arteries 
that are sclerosed and narrowed, and the possi- 
bility that coronary thrombosis may be induced 
in such a manner, must be recognized. The pre- 
vention or curtailment of such paroxysms by 
means of quinidine and other methods in pa- 
tients with coronary artery disease would appear 
to offer a prophylactic measure against coro- 
nary thrombosis in a small number of patients. 

From observations made on two patients in 
this series, and from data taken from recorded 
cases” *, it is possible to say that during the at- 
tack the systolic, and usually the diastolic pres- 


sure, assumes a lower level. At any rate, the 
pulse pressure is invariably reduced. 

One patient lived ten years after the first 
attack of pain induced by paroxysmal tachy- 
cardia, then died suddenly. Another patient is 
still alive five and one half years following the 
first attack. The other two patients have begun 
only recently to have pain associated with par- 
oxysmal rapid heart action, and are still alive. 


SUMMARY 


(1) Angina pectoris (or status anginosus) 
and cardiac asthma may be induced by paroxys- 
mal auricular fibrillation and paroxysmal tachy- 
eardia. Four patients exemplifying this se- 
quence of events are presented, comprising a dis- 
tinct group which should be differentiated from 
all other cases of angina pectoris. 

(2) The pain begins with or soon after the 
onset and ends with the termination of the ar- 
rhythmia. Nitrites are usually ineffective, and 
are better not administered. Morphia is indi- 
cated, except in the very short attacks. 

(3) Quinidine Sulphate is effective in pre- 
venting or curtailing the paroxysms and the re- 
sulting pain or cardiac asthma. 

(4) The condition should be differentiated 
from angina of effort and coronary thrombosis, 
and the difficulties encountered in such differ- 
entiation are discussed. 

(5) Embolism, fever, and leucocytosis may 
sometimes occur with or follow paroxysmal ar- 
rhythmias, a consideration which must be reck- 
oned with in the study of patients with pain sug- 
gestive of coronary thrombosis. 

(6) The cardiovascular changes which occur 
during a paroxysmal arrhythmia favor vascular 
thrombosis, and it must be recognized that, in 
the face of coronary artery disease, coronary 

thrombosis may be induced by a paroxysm of 
rapid heart action. The prevention or curtail- 
ment of such paroxysms by quinidine and other 
methods offers a prophylactic measure against 
coronary thrombosis in a small number of pa- 
tients. 
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THE SIMULATION OF CORONARY THROMBOSIS BY ANGINA. 
PECTORIS INDUCED BY PAROXYSMAL TACHYCARDIA 


Two Case Reports 
BY JOHN SPROULL, M.D.* 


HE association of paroxysmal tachycardia 

with angina pectoris of such severity as to 
simulate coronary thrombosis is known to car- 
diologists. Extensive personal inquiry has con- 
vineed the writer that such association is but 
little known among general practitioners or even 
among internists who do not specialize in car- 
diae disease. 

Two cases are presented which occurred in 
the writer’s practice within one year. Case No. 
1 is reported for the first time. Case No. 2 has 
been reported by White and Camp’, but it is 
reported again as it occurred originally in the 
writer’s practice and its discussion is of im- 
portance. 


Case No. 1. Male. Aged 36 years. Shoe machin- 


\ 


ery worker. First consultation July 6, 1929, at 
writer’s office, 
History. Three months ago, after hurrying up two 


flights of stairs, the patient was taken with tachy- 
cardia, substernal distress and numbness of both 
arms. The attack lasted about two hours, during 
which time he rested. Two months later, after 
aquatic exercises, he had another attack of sudden 
tachycardia and substernal distress and numbness 
of the arms. This attack lasted longer than the first 
and was of such severity as to prevent sleep. 


Examination. Weight 131% lbs. (previous best 
weight 135 lbs.). Heart apex beat in the fifth space, 
inside the mid-clavicular line; no thrills or murmurs. 
Rate 72. A2 equals P2. Heart size normal to per- 
cussion. Roentgen examination showed no variation 
from the normal in the cardiovascular silhouette. 
Blood pressure 120/80. Lungs negative. Abdomen 
negative. Urine negative. Basal metabolism +42. 
Wassermann test on the blood serum negative. 

A diagnosis of neurocirculatory asthenia was made 
win" treatment prescribed on the basis of that diag- 
nosis. 


Subsequent History. Four weeks later, after walking 
leisurely up two flights of stairs, the patient was 
taken suddenly with tachycardia, very severe sub- 
sternal constriction and pain, aching and numbness 
of both arms, cold sweat and weakness. This at- 
tack lasted fifteen minutes. 

Later the same day the patient had another sim- 
ilar attack and the writer was called to his home, 
thus providing the first opportunity to observe the 
patient during an attack. The patient complained 
of rapid beating of the heart, severe substernal pain 
amounting to agony, a feeling of substernal con- 
striction and aching pains radiating down both arms. 
He was lying flat on a couch, showing no dyspnea, 
but presenting an ashy gray appearance, and cov- 
ered over the face and trunk with cold, clammy 
perspiration. He presented the signs of circulatory 
collapse preceding death. 


Examination. Pulse rate 200 per minute. Rhythm 
regular. No evidence of passive congestion. Blood 
pressure 125/105. Temperature 98.6°. 

Morphia was administered subcutaneously to give 
relief. It required one-half grain to subdue the pain. 


*Sproull—Formerly Member of the Staff of the Municipal 
Hospitals, Haverhill, For record and address of author 


Mass. 
see “This Week’s Issue,’’ page 1223. 


The patient was ordered to rest, and such régime 
as one would use in an attack of coronary throm- 
bosis was instituted. The rapid rate of the heart 
beat lasted for about eight hours and then suddenly 
dropped to normal. 

The following morning the patient felt well. The 
diagnosis of coronary thrombosis was entertained 
because of the severity and the duration of the pain 
and the associated circulatory collapse. 

The patient was kept in bed for eight days, during 
which time there was no increase in rectal temper- 
ature, leukocytosis, pericardial friction sound or alter- 
ation of the first sound of the heart. 

He was referred to Dr. Paul Dudley White for con- 
sultation. Dr. White made a diagnosis of paroxys- 
mal tachycardia producing angina pectoris. He did 
not believe the patient had had coronary thrombosis. 

The writer is free to admit that, although aware 
of the association of substernal distress with at- 
tacks of paroxysmal tachycardia, the severity and 
duration of the pain were out of all proportion to 
any cases he had seen or heard of, and yet the com- 
plete absence of the sequelae, some of which are 
usually present after the pain of coronary throm- 
bosis subsides, made the latter diagnosis unlikely. 


Subsequent Course. In spite of careful dietetic and 
hygienic measures and various drugs, the patient 
continued having frequent attacks of paroxysmal 
tachycardia and quite typical severe angina pectoris 
until March, 1932. At this time digitalization was 
carried out, all other medicinal measures stopped, 
and all restrictions as to tea, coffee, tobacco and 
exercise removed. In a few cases in the past it has 
been found that digitalis will inhibit paroxysmal 
tachycardia contrary to the usual effect; therefore 
in obstinate cases when other measures fail, it is 
sometimes worth while to try digitalis2. 

At the time of writing there has been no recur- 
rence of the paroxysmal tachycardia or of the angina 
pectoris. Digitalization is still being maintained and 
probably will be for a year. 


CasE No. 2. Previously reported by White and 
Camp’. is 


History. Male. Aged 66 years. Patient had experi- 
enced some mild substernal distress on consider- 
able exertion for about two years. 

On May 25, 1930 he was taken with severe sub- 
sternal pain with radiation down the left arm, weak- 
ness and cold sweat. Morphine was given for relief 
of the pain, which lasted an hour or so. 

Consultation was held with a noted internist, who 
made a diagnosis of probable coronary thrombosis 
and advised rest in bed for three weeks. 

First examination by the writer: Called to see 
the patient on June 21, 1930, to decide the question 
when he should resume activity. There was nothing 
of special intefest noted in the physical examination 
and he was advised to resume activity gradually. 

On July 19, 1930, at 10 P. M., while brushing his 
teeth, he was taken suddenly with rapid beating of 
his heart followed in about five minutes with severe 
substernal pain radiating to the left arm. 

He was seen by the writer ten minutes after the 
onset of the attack. Examination revealed a fairly 
well-developed elderly man of small stature, lying in 
bed without dyspnea or cyanosis, but complaining 
bitterly of substernal pain. His skin was covered 
with cold sweat. He showed rapid pulsations in the 
neck. Heart rate 196 per minute; sounds tic-tac in 
character; rhythm regular. Blood pressure 120/109. 
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Morphine three-eighths of a grain was adminis- 
tered subcutaneously and the pain gradually sub- 
sided. The heart rate remained 196 per minute for 
four hours, then suddenly returned to a normal rate 
of 80 per minute. 


A diagnosis of probable paroxysmal tachycardia 
with angina pectoris was made, and the patient re- 
ferred to Dr. Paul Dudley White for complete car- 
diac study. 


Dr. White’s examination revealed frequent prema- 
ture beats, pulse rate of 80, no evidence of congestive 
failure, good heart sounds, and heart normal in size, 
no murmurs. Fluoroscopic examination showed a 
normal heart with a tortuous aorta. Electrocardio- 
gram showed ventricular premature beats at a rate 
of 95 with intraventricular block. 


A diagnosis of coronary disease with aortic scle- 
Tosis, paroxysmal tachycardia, angina pectoris, and 
intraventricular block was made. 


This patient was treated with moderate rest and 
given quinidine in moderate doses for several 
months. He has had no recurrence of his paroxys- 
mal tachycardia or of his angina pectoris to date. 


Discussion. The occurrence within one year in 
a limited cardiac practice of two cases of parox- 
ysmal tachycardia producing severe angina pec- 
toris, suggests a greater frequency of this syn- 
drome than is now recognized. 

In Case No. 1, the writer failed entirely to 
consider the paroxysmal tachycardia as a fac- 
tor in producing the angina pectoris, and in 
‘Case No. 2 a noted internist likewise failed. In 
both cases the pain was of such severity and 
duration and the condition of general collapse 
so marked as to raise very seriously the ques- 
tion of coronary thrombosis. To be sure, some 
of the typical features of coronary thrombosis 
were absent, but it should be remembered that 
leukocytosis, temperature and pericardial fric- 
tion sound are not the accompaniments of the 
attack but usually follow and are detected after 
the pain has subsided. 


The correct diagnosis is of importance from 
two standpoints: First, prognosis. Secondly, 
therapeusis. Obviously, if Case No. 1 had coro- 
nary thrombosis at the age of 36 years, a very 
gloomy outlook would be justified, for even 
granting recovery, the chances for unrestricted 
activity or of prolonged life would be greatly 
diminished. Even if the attack was not throm- 
bosis but severe angina pectoris of unknown 
. origin, marked limitation of normal activities 
would be indicated and additional attacks of 
angina pectoris would but serve to render the 
prognosis as to duration of life much more 
gloomy. 

While a presumptive diagnosis is possible, as 
- in Case No. 2, yet the diagnosis may not be 
made with certainty without a complete cardiac 
examination, including  electrocardiographie 
tracings, nor until frequent observations have 
been made over a number of days to note the 
presence or absence of the phenomena which 
accompany or follow coronary thrombosis. These 


leukocytosis, fever, pericardial friction sound, 
and changes in the first sound of the heart. 

The diagnosis of paroxysmal tachycardia with 
angina pectoris is not an easy one and cannot 
be made without careful study, for occasionally 
cases of coronary thrombosis present heart rates 
just as rapid as in paroxysmal tachycardia. 
However, in the latter, the beat, while rapid, 
is usually absolutely regular, but in rapid heart 
beat in association with coronary thrombosis 
the occurrence of occasional dropped beats is 
not uncommon. 

The recognition of the paroxysmal tachy- 
cardia as the causative factor in producing the 
angina pectoris permits a somewhat brighter 
prognosis. 

Regarding therapeusis, the recognition of the 
causative relationship between the paroxysmal 
tachycardia and the angina pectoris permits 
the institution of preper therapeutic procedures, 
which consist in measures dietary, hygienic, and 
medicinal to prevent the recurrence of the at- 
tacks of paroxysmal tachycardia instead of di- 
recting our efforts primarily against the sec- 
ondary condition of angina pectoris. The im- 
portance of establishing the correct diagnosis 
ean hardly be overestimated. The problem of 
the correct attitude which a general practitioner 
should assume in treating a case suspected of 
being paroxysmal tachycardia producing angina 
pectoris is of importance. 


SUMMARY AND CONCLUSIONS 


Two cases of angina pectoris induced by 
paroxysmal tachycardia and closely resembling 
eases of coronary thrombosis are herewith re- 
ported. 

Because of the difficulties of establishing the 
diagnosis of paroxysmal tachycardia as a cause 
of angina pectoris, it clearly appears that the 
proper and safe procedure is for a general prac- 
titioner to treat suspected cases as if coronary 
thrombosis were present, mindful, however, of 
the necessity of reserving ultimate diagnosis 
until all possible evidence has been accumulated 
and considered, and probably expert consulta- 
tion and advice obtained. Such a procedure is 
a safe one for the patient. On account of the 
similarity of the two conditions and also for 
the reason of the variation in their prognosis 
and therapeusis, a complacent acceptance of the 
diagnosis of coronary thrombosis in attacks of 
severe angina pectoris with tachycardia is to be 
avoided. As in other instances the failure to 
have the condition in mind causes some errors 
in diagnosis. 
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HOUSE OF DELEGATES 


eos House of Delegates convened at the 
Hotel Carpenter at Manchester, New Hamp- 
shire, on Monday evening, May 15, 1933. 

The meeting was called to order at 7:30 
o’clock by Dr. Carleton R. Metcalf, Concord, 
Vice-Speaker. 


Dr. MetrcatF: The meeting will please come 
to order. I am here, gentlemen, in place of Eu- 
gene Eastman, the speaker, who, unfortunately, 
~ has been ill and is not able to be present. 

I am going to ask you all, in order to expedite 
matters as much as possible, to make an effort 
to avoid anything which is irrelevant or which 
does not bear on the subject at issue, although, 
of course, T want you to feel free to discuss 
fully any and all subjects under consideration. 

I shall ask the Secretary-Treasurer to call 
the roll, and, as each man’s name is called, I 
shall ask that he stand, so that we may become 
thoroughly acquainted, one with another. 

Dr. Sullivan then called the roll, the follow- 
ing members being present: whee 

Harry O. Chesley, President 

Robert J. Graves, Vice-President 

D. E. Sullivan, Secretary-Treasurer 

Charles H. Parsons, Merrimack County 

Charles W. Adams, Merrimack County 

Arthur W. Hopkins, Cheshire County 

Leslie K® Sycamore, Grafton County 

Kenneth Churchill, Grafton County 

Everett J. Stone, Sullivan County 
- Henry C. Sanders, Jr., Sullivan County 

Henry H. Dearborn, Hillsborough County 

George C. Wilkins, Hillsborough County 

John R. Perley, Belknap County 

Richard W. Robinson, Belknap County 

Charles E. Smith, Carroll County 

Thomas J. Morrison, Strafford County. 


THE SPEAKER: Apparently my next duty is 
to appoint three Committees: Committee on 
Credentials, Committee on Memorials and Com- 
munications, and the Committee on Reports of 
Officers. 

For the Committee on Credentials and in each 
case, the first named will please serve as Chair- 
man—I appoint Everett J. Stone, Sullivan 
County and Charles W. Adams, Merrimack 
County. I will ask those two to confer with Dr. 
Sullivan, procure the credentials and the com- 
plete list of eligible delegates which has been 
submitted to him. 

I will defer for the present the appointing of 
the Committee on Memorials and the Commit- 
tee on Officers’ Reports, in the hope that soon 
other members of the House of Delegates will 
arrive. 

The next order of business is the reading of 
the minutes of the last meeting. 


On motion by Dr. George C. Wilkins, duly 
seconded, it was | 

Voted: That the reading of the minutes of 
the last meeting be omitted, as these minutes 
have been printed in the proceedings. 


Tue SPEAKER: I am going to ask at this time 
that President Chesley talk to us about any- 
thing which he has on his mind. 


PresipENT H. O. When the House 
of Delegates met last, it was voted that the 
Speaker should appoint by January first of each 
year the Committee on Officers’ Reports and the 
Committee on Memorials and Communications. 
It was also voted at that time that it was the 
opinion of this House of Delegates that there 
should be a mid-year meeting at the call of the 
President, the time and place to be settled by 
him. The Speaker of this House of Delegates, 
unfortunately, has been ill and unable to ap- 
point those Committees, and, until very lately, 
there was nothing of sufficient importance to 
warrant calling a meeting of the House of Dele- 
gates. When we did have sufficient material 
for consideration, it was so close to the time of 
this meeting that it was thought advisable not 
to convene before this meeting. 7 

There are two questions that I hope will be 
discussed freely tonight. One is the matter of 
insurance, and the other is postgraduate instruc- 
tion. 


It is my personal opinion, with regard to the 
insurance question, that unless some very stren- 
uous work is done at this time, it will go into 
the discard. That is my feeling after contact- 
ing the men in the state. I find that I can get 
the opinions of the men and their reaction to 
certain issues by talking with them personally. 
I think that the Committee, of which Dr. Clow 
is Chairman, will be prepared to give you a re- 
port tonight. This Committee has done a vast 
amount of work, as you will see when Dr. Clow 
makes his report. : 

I would like to say right here that no insur- 
ance company is at all anxious to give us group 
insurance. All the insurance companies that 
have written group insurance have lost money. 
When I say group insurance, I mean insurance 
under the Advisory Committee on Jurispru- 
dence plan, as carried by the New Hampshire 
Medical Society. We can get insurance for 


$20.00, but I am not sure just what that covers 
and just how far the companies would go in 
the matter of our protection, and how much 
effort on our part it would require to get very 
{much anyway. 


N. E. J. OF 
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I would like to hear a good discussion on that 

question tonight, because I think it is up to the 
delegates to take home to their County Socie- 
ties what is done here in the House of Dele- 
gates, and that is something that is not being 
done in the County Societies in this state at 
the present time. It should be done, because 
you are the representatives of the various Coun- 
ty Societies. 

In the matter of postgraduate instruction, if 
you wish to term it that, you will hear a little 
later a report of the New England Medical 
Council. I think I have already told most of 
you what the plan is. It relates to the treat- 
ment of fractures, particularly of the long bones. 
Some of the States, Vermont and Massachu- 
setts, have already appropriated five hundred 
dollars or more. You will be asked tonight for 
an appropriation, and I would like to have you 
consider the matter very well, because if an ap- 
propriation is made, I know that you won’t 
eare to have it go the way some other post- 
graduate schemes have gone. It is up to this 
House of Delegates to consider the matter quite 
thoroughly. It is the responsibility of this 
House to contact the various County Societies, 
and to be prepared to put in some work on this 
question, if the appropriation is to be voted. 


THE Speaker: I will at this time call for a 
report from the Chairman of the Committee on 
Credentials. 


Everett J. Stone, Sullivan County: Mr. 
Speaker, there are eighteen delegates present 
with credentials. 


Upon motion by George C. Wilkins, duly sec- 
onded, it was 

Voted: To accept the report of the Credentials 
Committee as given by Dr. Stone. 


Report of the Secretary-Treasurer 

To the Members of the House of Delegates of the 
New Hampshire Medical Society: The following re- 
port for the year 1932 is respectfully submitted: 


MEMBERSHIP 


The Total Paid Membership 
December 31, 1932 


Rockingham County 49 
Carroll County 10 
Belknap County 29 
‘Strafford County 32 
Merrimack County 55 
Hillsboro County 126 
Grafton County 48 
Coos County 35 
Cheshire County 25 
Sullivan County 19 
Not in a County Society 10 
Affiliate members and others not in good 
standing Dec. 31 
Honorary Members 16 
487 


Two honorary members died during the year: 
Edwin J. Bartlett, M.D., Hanover, N. H., June 10 


and Madison T. Thurber, M.D., Boston, Mass., Sep- 


tember 27. 


It is with a sincere expression of sorrow that the 
death of Dr. Ira J. Prouty, July 31, is recorded in 
the fiftieth year of practice and the forty-ninth year 
of membership. During all those years, he was an 
outstanding figure in the achievements of the pro- 
fession, of the State, honored by this Society in 
many official positions, president and for many years 
a trustee, holding the latter position at the time of 
his death. 

At this time to our honored roll of fifty years’ 

membership are added: 

Charles A. Weaver, Manchester 

Charles F. Flanders, Manchester 

Charles B. Drake, West Lebanon 
and the gold medal, emblematic of the event will be 
presented to each of them in general meeting Tues- 
day afternoon. 


The following members have completed fifty years 
in practice and will be given hearty greetings in 
general meeting Tuesday morning: 

Alpha H. Harriman, Laconia 

Joseph Theriault, 39-58 rue Daudurand, 
Montreal, Canada 

Nathaniel F. Cheever, Greenfield 

Charles B. Drake, West Lebanon 

William H. Leith, Lancaster 

William Hale, Gloucester, Mass. 


For Affiliate Membership to be voted on: 


Alpha H. Harriman, Laconia 
William Hale, Gloucester, Mass. 
George E. Leete, Concord 
Joseph Theriault, Montreal 
Charles A. Eastman, Berlin. 


FINANCIAL STATEMENT 
Receipts 
$332.00 


Merrimack County 
Hillsborough County 756.00 
Strafford County 180.00 
Cheshire County 148.00 
Rockingham County 294.00 
Belknap County 176.00 
Coos County 216.00 
Carroll County 60.00 
Grafton County 294.00 
Sullivan County 114.00 
$2570.00 
Members Not in County Societies $60.00 
Balance from Clinical Meeting at 
Hanover by Dr. John F. Gile..... 233.35 
Annual Meeting Exhibits laine 374.96 
$3238.31 


In a communication from the State Librarian an 
offer has been made to codéperate with us in adding 
some selective up-to-date medical reference books to 
those now in the library. Some years ago through a 
committee of this body, a nucleus for a medical al- 
cove in the library was established but due to lack 
of funds or continued interest, nothing has been 
added to the collection for some time. The offer is 
and deserves our favorable consid- 
eration. 


By-Laws oF County 


There are many inconsistencies if not actual con- 
flictions with our by-laws, written into the by-laws 
of some of the county societies. In some of our 
constituent members it is questionable if any thought 
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for years has been given to the subject of uniformity 
in rules and orders of procedure. A model consti- 
tution and by-laws drawn up by a Committee of the 
House of Delegates would be of real help in their 
planning for a modern guidance. 


THE BENEVOLENCE FUND 


In conformity with the provisions of the By-Law 
adopted last year, Two Hundred and Sixteen Dol- 
lars were deposited in the New Hampshire Savings 
Bank, Concord to the credit of the Benevolence 
Fund. If the Women’s Auxiliary were informed of 
the creation of this Fund, and its beneficent pur- 
poses, a stable addition to its resources would be 
formed. 


Dr. William H. Leith, Lancaster, was elected to 
the advisory committee on Jurisprudence by Coos 
County Medical Society. 

President Chesley appointed Louis W. Flanders, 
Dover, Anniversary Chairman, Thos. W. Luce, Ports- 
mouth, Member, New England Medical Council, John 
P. Bowler, Hanover, Member of Committee on Hos- 
pitals for three years and the following Committee 
to consider all matters pertaining to Medical De- 
fense: Fred E. Clow, Wolfeboro, Chairman, Deer- 
ing G. Smith, Nashua, Richard W. Robinson, La- 
conia. This committee was directed to report to 
this meeting of the House of Delegates. 

The business depression of the past few years 
has left its impression on our profession in a 
marked degree decreasing professional income very 
perceptibly with income from all other sources and 
adding considerably to our professional responsibil 
ities in the care of private and hospital patients 
Never yet have physicians failed to meet emergen- 
cies and crises in their practice and they have borne 
with courage the discouragements of the times. More 
than the ordinary lapses of membership may be 
noted but permanency of membership will be 
maintained in most cases. 

Your Secretary-Treasurer is deeply appreciative of 
the courteous consideration and helpful suggestions 
extended to him during the year by the officers and 
members of the Society and the secretaries of all of 
the county societies. 

Respectfully submitted, 
DENNIS E. SULLIVAN, 
Secretary-Treasurer. 


On motion made and duly seconded, it was 
Voted: That the reports of Councilors be 
printed, as usual, and not read at this meet- 
ing. 
Reports of Councilors 
BELKNAP COUNTY 


The Belknap County Medical Society held six 
very well-attended meetings during the year. 

The programs consisted of scientific papers by 
- the members except the first meeting at which time 
Dr. H. O. Chesley, President of the State Society, 
was present and gave a most instructive talk on 
medical matters. 

Four new members were added to the Society. 


C. S. 
Councilor. 
CARROLL CoUNTY 


Carroll County Medical Society has held two meet 
ings during the past year, one at the Huggins Hos 
pital, Wolfeboro, and one at the Presidential Inn 
Conway. 

At each of these meetings we have had an inter- 
esting and practical program of speakers and mov- 


Our attendance of members and guests has been 

good and we have been especially pleased to have 

had the President of our State Society with us at 

each of these meetings. 

CHARLES E. SMITH, 
Councilor. 


CHESHIRE COUNTY 


The Annual Meeting was the only meeting held in 
1932 by the Cheshire County Medical Society. 

We lost one member by death, Dr. Ira J. Prouty, 
who practiced medicine for fifty years in Keene 
and who was an ex-president of the New Hampshire 
State Society. 

A. A. PRATTE, 


Councilor. 


Coos CouNTY 


Coos County Medical Society is in its usual good 
condition. Two meetings are scheduled each year, 
one in the fall and one in the spring. 

The fall meeting was held in Berlin with a good at- 
tendance. Dr. William Ricker of St. Johnsbury, Vt., 
was the principal speaker. The spring meeting has 
not been held as yet, our custom being to hold 
this after the state meeting. Our society lost one 
member by death, Dr. Geo. H. Morrison of White- 
field. He was the Dean of our society and his loss 
will be felt deeply by us all. Every physician in the 
county is enrolled in our society. In spite of the 
economic condition of our county, which hits us 
all very hard, we are determined to carry on to the 
best of our ability, and render that service which 
the public expects, and has always received from the 
members of our profession. 

R. E. Witper, 


Councilor. 


GRAFTON COUNTY 


The Grafton County Medical Society is in a 


healthy condition. In the past year it has held 
the regular two meetings. The Fall meeting was 
held in Hanover, where the members were the guests 
of the Mary Hitchcock Hospital. 

-The guest speaker was Dr. Holmes of the X-Ray 
Department of the Massachusetts General Hospital. 

The Spring meeting was held May 5 in Littleton 
where the members were the guests of the Little- 


ton Hospital. 
A. T. DownIna, 
Councilor. 


HILLSBOROUGH COUNTY 


The society has held two meetings since the last 
report and there was an increase of interest and a 
greater attendance than noted before. 

The fall meeting was held in Manchester, October 
25, 1932. . After luncheon there was an address by 
Dr. Harry O. Chesley, president of the New Hamp- 
shire Medical Society. Dr. Deering G. Smith, sec- 
retary of the Hillsborough County Society, read a 
paptr on “What we get for our dues.” This paper 
brought forth much interesting and instructive dis- 
cussion. A paper was also read on “Clinical Aller- 
gy,” by Dr. Francis M. Rackemann of Boston. 

The spring meeting was held at Peterborough and 
was largely attended. The forenoon was devoted to 
clinics conducted by Dr. E. G. Crabtree and Dr. L. 
M. Hurxthal of Boston. In the afternoon Dr. Crab- 
tree and Dr. Hurxthal presented papers. A moving 


picture “Electrocardiography” was also shown by 
Dr. Hurxthal. 

The most important subjects passed on during 
the past year were the approval of Dr. Scudder’s 
plan for postgraduate instruction in fractures, the 


ing pictures. 


approval of the basic law and the instruction to 
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our delegates in regard to the control of hospitals 

of the state 

We have lost two members by death, Dr. John 

T. Murray of Manchester and Dr. S. T. Ferguson of 
Goffstown. 

CLARENCE O. CoBURN, 
Councilor. 
MERRIMACK COUNTY 


The Society has held four meetings during the last 


year. 

On July 6, 1932 the Society met at Pikes, New- 
found Lake, on invitation of Dr. F. M. Robertson of 
Bristol. Dr. S. H. Rubin of Boston gave a valuable 
discourse on congenital heart diseases. 

On October 5, 1932 a meeting was held at the 
Eagle Hotel in Concord. Papers by Dr. J. W. Jame- 
son on intestinal obstructions and by Dr. C. R. Met- 
calf on appendicitis were read. 

The annual meeting was held January 4, 1933 at 
the N. H. State Hospital. There was an interesting 
discussion by Dr. Stone of the Hospital Staff on 
Lethargic Encephalitis. Officers were elected as 
follows: 

President—Thomas M. Dudley. 
Vice-President—David R. Brown. 
Secretary-Treasurer—Charles H. Parsons. 


A meeting on April 5 was held at the Eagle Hotel. 
Dr. H. W. N. Bennett of Manchester gave a most in- 
teresting talk on syphilis. 

H. H. AMSDEN, 
Councilor. 


STrRAFFOoRD CouNTY 


The Strafford County Medical Society held two 
meetings the past year at each of which there was 
very good attendance, and instructive papers were 
read. 

The mid-year meeting was held in conjunction 
with the Dover Medical Society at the American 
House, Dover, May 4 at 6:00 P. M. Following dinner 
and business meeting Dr. H. M. Clute of Boston dis- 
cussed the “Indications for Surgery in Ulcer of the 
Stomach and Duodenum.” Dr. A. H. Ring of Arling- 
ton, Mass., brought out many excellent and prac- 
tical points on Psychosis. 

The semi-annual meeting was held at the Ameri- 
can House, Dover, on November 2 at 6:00 P. M. 
After dinner, there was a business meeting and 
election of officers. Dr. L. W. Flanders, a member 
of the Medical Jurisprudence Committee, gave ex- 
cellent advice on keeping proper records, free use of 
x-rays and close follow-ups of patients and said part 
of the law suits in coniunction with other causes 
were initiated by injudicious and careless remarks 
of physicians. 

H. W. Goodall of Boston held the attention of 
the members by giving four personal case histories 
of Congenital Thoracic Stomachs, also a case of 
Papilloma of the Gall Bladder and a picture of Papil- 
loma of the Tongue. He also spoke of the value 
of two new drugs, Dihydranol and Dilaudid, the for- 
mer as an intestinal antiseptic and the latter a mor- 
_— derivative which might in time replace mor- 
phine 

Dr. H. O. Chesley, President of the New Hamp- 
shire Medical Society and member of our society, 
brought out several important facts among which 
was the importance of our group insurance and ad- 
vised increase of premiums. It was moved and 
seconded that the Strafford Medical Society go on 
record as favoring and supporting a Group Plan of 
Liability Insurance and that it recommend keeping 
same in the State. 

There was one death, that of Dr. Charles A. Fair- 
banks of Dover, N. H. 


JoHN A. HUNTER, 


THE Speaker: About five minutes ago, we 
called the roll. If there are any delegates in 
the room now who did not answer at that time, 
I ask that they stand, announcing their names. 
and the County which they represent. 


The following members of the House of Dele-- 
gates responded : 


Pierre Bergeron, Hillsborough County 
E. A. Vickery, Rockingham County 
D. G. Smith, Hillsborough County 
Paul Dye, Carroll County. 


THE SPEAKER appointed the 


~ Committee on Memorials: Dr. Leslie K. Syea- 
more, Grafton County, as Chairman; Dr. 
Paul Dye, Carroll County, and Dr. Henry 
H. Dearborn, Hillsborough County. 


Committee on Officers’ Reports: Henry C. 
Sanders, Sullivan County, Chairman; A. W. 
Hopkins, Cheshire County; Kenneth 
Churchill, Grafton County. 


' Tue Speaker: The next order of business 
is the presentation of the reports of Standing 
and Special Committees. . 


Report of the Committee on Scientific Work 


This Committee has given freely of its thought 
and time to perfect a program befitting the annual 
meeting and submits the results of its labors in 
the printed program. 


In its accomplishment, very valuable advice and 
assistance were given by the President, Dr. H. O. 
Chesley, for which sincere appreciation is expressed. 
The Committee invites suggestions, voluntary pa- 
pers and information of papers read at the County 
Society meetings; in this way a feeling of more gen- 
eral coéperation will be maintained. 


D. E. SULLIVAN, 
F. P. SCRIBNER, 
R. W. ROBINSON, 
Comnvittee on Scientific Work. 


Report of the Committee on Publication 


There has been no change in the contract with the 
the New England Journal of Medicine, each paid-up 
member receiving one copy a month. For several of our 
issues the past year, there was available a small 
amount, if any, manuscript. Space is offered to the 
County Societies for items of interest and papers 
read at their meetings. There must be scientific con- 
tributions worthy of publication distributed through- 
out our membership but which have not been re- 
ceived by the Committee and all such is solicited. 
The total expense for the Journal was $559.44 and. 
the printing, binding, and mailing the Annual Trans- 
actions cost $376.60; the combined expense $936.04. 


D. E. SULLIVAN, 
H. H. AMSDEN, 
R. H. MARCOTTE, 
Committee on Publication. 


This report was referred to the Committee on 


Councilor. 


Officers’ Reports. 
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Report of the Commitiee on Public Relations, 
Public Policy and Legislation 


To the Speaker of House and Delegates of New 
Hampshire Medical Society: 


Gentlemen: 


As Chairman of the Committee on Public Rela 
tions, Public Policies and Legislation, I have the 
honor to offer the following report. 

Your Chairman was advised by the President of 
the Society that he believed that no results could be 
expected from our General Court as a result of ap- 
pearing before their respective committees, because 
he felt that they were prejudiced against any and 
all legislation that we might propose. | 

Therefore, this committee was called together but 
once in the last year and then appeared before the 
Judiciary Committee and offered evidence on the Lien 
Bill in behalf of hospitals and physicians. 

Your committee was impressed at this hearing 
with the attitude the Judiciary Committee exhibited, 
and we feel that our President was correct in his 
presumptions. 

We feel that a more concerted preélection cam- 
paign should be made with the senators and repre- 
sentatives concerning our proposed legislation. This 
would inform the members of our General Court 
and bind them to our cause long before the General 
Court convened. 

These suggestions would necessitate the enlarging 
of our present committee, or forming a new one with 
a sufficient number to carry on this extra work. 

We feel that this is of such importance that the 
Speaker and the House of Delegates should take 
some action at this session. 

Signed, 

S. T. Lapp, 
H. O. CHESLEY, 
D. E. SULLIVAN. 


This report was referred to the.Committee on 
Officers’ Reports. 


Report of the Committee on Medical Education 
and Hospitals 
MEDICAL CARE OF THE CouNTYy Poor 


It does not require that one be a student of public 
affairs to have acquired during the economic devel- 
opments of the past three years a consciousness of 
the presence of increasing problems in the work of 
the physician and increasing pitfalls for the har- 
mony and prestige of our membership. And one 
may recognize as well the persistence of the tradi- 
tional laissez faire attitude of our professional group 
which is most directly concerned with some of the 
larger factors in these problems, an attitude which 
if allowed to continue will in time remove our or- 
ganization from the position of a participant in the 
discussion of a solution which must be found. 

Within our State the care of the poor without es- 
tablished residence falls within the jurisdiction of 
the County Commissioners, of whose total work this 
field now constitutes some 75 per cent, and which 
is rapidly increasing at the present time by virtue 
of the ruling which transfers dependent cases from. 
town to county responsibility after three years of 
unpaid poll taxes. As a result of the increase in 
unemployment and county dependents, county bud- 
gets have reached a point at which as a fiscal oper 
ation they far outrun the possibilities of the existing 
machinery, created as it was under the conditions 
of a far different day. It is not our intention to 


enter the discussion of the efficiency of our county 
system of government, as to whether the office of 
a county commissioner should be an elective one, 
whether its functions should be uncontrolled to the 


present extent, or whether it should involve the pos- 
sibilities of patronage. For whether the system 
remains in its present form, or is changed by leg- 
islative enactment, or is forced to give way to State 
intervention as a means of avoiding county bank- 
ruptcies, the problem of medical care of the county 
poor will still exist as a direct problem of the med- 
ical profession and as an opportunity on its part for 
the offering of a real contribution. 

The problem of the members of a county society 
is limited to the off-the-farm county poor. The coun- 
ty farm is an institution under the control of the 
County Commissioners and county physician. The 
recent tremendous increases creating the present 
problem are in the off-the-farm cases scattered over 
the counties. The amount of money necessary in 
meeting these increasing loads of the counties is 
presenting a problem now well known. Increasing 
budgets to be raised by taxation with tax collec- 
tions decreasing have already impaired the credit 
of some counties to the point of virtual bankruptcy. 
An item of not inconsiderable size in these expendi- 
tures is represented by medical care and, under the 
present entire absence of system, lends itself prob- 
ably least of all items to budgetary control. 

On inquiry through letter to the secretary of each 
county society, in no county was there found a defi- 
nite fee schedule for pauper cases or any machinery 
by which such cases were handled. Fees ranged 
from total charity to normal average charges which 
led in most cases to the comments that there was 
general dissatisfaction with the situation, incon- 
sistency leading to unfair competition and ill will 
within the profession, a feeling of unduly increasing 
imposition on free service, the opportunity for bar- 
tering between commissioners and physicians, and 
the general conclusion that some action should be 
taken. It is to be admitted that this total lack of 
any uniform schedule has resulted in a few instances 
in such impositions in the rendering of fees that 
there has been set up in the minds of some county 
authorities the generalization that the entire pro- 
fession represents a group from which little codép- 
eration can be expected. In so far as there are 
grounds for this attitude, the fault lies definitely in 
the inaction of such medical organizations as our own. 

A perfectly human reaction on the part of an 
official charged with such public responsibilities is 
to get as much as possible for as little as possible. 
This has led to the accumulation of county work in 
such hospitals as provide ward service free of pro- 
fessional charges. At the same time, some county 
hospitals have been allowed to use their accommo- 
dations for private patients at times to the extent 
that it definitely interfered with their primary and, 
rightly, sole function of the care of public depend- 
ents. Such use of county hospitals has no justifica- 
tion. Existing as they do, entirely on taxation rev- 
enue, their operation in competition with institu- 
tions supported by voluntary public charity and 
needing the income from private patients to aid in 
balancing less-than-cost rates to many patients is 
obviously open to serious question of function. 

It was on this general background and in the 
belief that the county society represénts the most 
efficient unit for such procedures that the Grafton 
County Medical Society discussed and unanimously 
adopted at its meeting this month the Grafton 
County and Town Pauper Fee Schedule for Profes- 
sional Services. The schedule was based generally 
on that already established by the physicians of 
Lebanon as an agreement between them and the 
local authorities. Briefly, this schedule was adopted 
as an attempt at the relief of the dissatisfaction with 
existing conditions and trends, as a fair reconcilia- 
tion of the increasing demands on the physician and 
his obligation in such an emergency, and for the con- 


tinuation of the handling of the local patient by his 
local physician. This schedule was purposely drawn 
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up in broad general classifications rather than in 
detailed itemization covering all possible contingen- 
cies for the sake of brevity and conciseness and to 
allow scope for the application of the judgment of 
the individual physician. Rulings as to necessary 
authorization for such professional services by the 
public officials involved were obviously necessary to 
allow control on the part of the officials responsible 
and to prevent that which is termed by them as 
unnecessary pauperization of some individuals un- 
willing to accept that status, merely because they 
are unable temporarily to meet their medical costs. 
The schedule as adopted is as follows: 


1. Office Visits—$1.00 
2. House Visits— 

A. $1.50 within 2-mile radius of office; 
15c mileage charge for each mile 
travelled outside of the 2 mile 
radius 

B. Home obstetrical cases—$15.00, cov- 
ering total services. 

3. Hospitalized Cases— 

A. Medical cases—$1.00 per day 

B. Surgical cases—$3.00 per day 

C. Obstetrical cases—-$5.00 per case 

Maximum fee on any case within any one 
accident or illness, $100.00. 


Fees for special work in connection with 
county pauper cases such as special labora- 
tory work (outside of that provided by State 
service), anesthesia, etc., shall be rendered 
at 50% of the standard rate. 


- A Committee was created by vote of the Society 
at this meeting consisting of the County Physician, 
a member of the Seciety elected for two years, and 
the President of the Society as chairman. This 
Committee will operate as the County and Town 
Schedule Committee, to whom is to be referred any 
protest by a member of the County Society or the 
County Commissioners relative to any matter con- 
cerned in the operation of this schedule. This should 
eliminate the necessity of any discussion between 
the County Commissioners or their representatives 
and the physician concerned in any case. 

This schedule is adopted by the members of the 
Grafton County Medical Society and the Commis- 
sioners of Grafton County under the following agree- 
ment: 

1. That the operation of this Schedule as 
beginning on June 1, 1933, shall render 
void any existing agreements in any lo- 
cality relative to the carrying out of this 
work. 

2. That the County Hospital shall limit its 
activities to the hospitalization and care 
of county and town pauper cases. 


3. That beyond a first emergency visit no 
additional procedures by any physician 
on any case shall be carried out without 
authorization from a County Commission- 
er or his representative to whom a report 
must be made within forty-eight hours of 
such first visit; that otherwise no obliga- 
tions shall be assumed by the Commis- 
sioners. 


An interesting commentary on this procedure in 
Grafton County was our finding it necessary to pass 
a motion for suspension of the rules of the organi- 
zation in order that we might adopt this schedule. 
It might be presumed that this program could be 
criticized as a step in the direction of state med- 
icine. Assuming that term to mean physicians in 
the employ of the state, no more definite step in the 
opposite direction could be taken than this plan 


care of his local physician. Since the writing of 
this report the House of Representatives has passed 
Bill No. 417 by which the State takes over the ad- 
ministration of all poor relief. While subject to 
rejection or modification by the State Senate, this 
recent development makes the theme of this discus- 
sion all the more pertinent. 

As has been well said, a thesis might be written 
on what is happening to the medical profession in 
the absence of its own planning to meet the exi- 
gencies of a radically changing society. This pro- 
gram as adopted by Grafton County is, we believe, 
a step in the initiating on the part of the profes- 
sion itself a plan for meeting a definite emergency 
which from the standpoint of all parties concerned 
requires some definite action. 


From COMMITTEE ON HOSPITALS 


This report is submitted to the House of Delegates 
with the recommendation that each county society 
be informed as to the advisability of consideration 
of a County and Town Pauper Fee Schedule, oper- 
ating under a schedule committee of the society, 
looking to the leaving of the care of such patients 
with their local physicians, the avoidance of state 
contract practice, and the proper limitation of the 
scope of activity of county hospitals. It is recom- 
mended that as much uniformity as possible exist 
in the schedules of the various counties. 


J. J. Coss, 
Rosert J. GRAVES, 
JoHN P. BOWLER, 
Committee on Medical Education 
and Hospitals. 


This report was referred to the Committee on 
Officers’ Reports. 


Report of the Committee on the Control of 
Cancer 


During the past year your Committee has been 
in frequent contact with the American Society for 
the Control of Cancer and with the activities of 
the New Hampshire Cancer Commission. The Amer- 
ican Society for the Control of Cancer has furnished 
this committee with pamphlets for distribution, and 
in addition to the pamphlet entitled ‘““‘The Doctor and 
the Cancer Patient” by Dr. Ewing, which was sent 
to every member of the Medical Society, another 
pamphlet on “Cancer of the Mouth” was sent to 
every member of the New Hampshire Dental Society. 
At a recent meeting of the New England Division of 
the American Nurses Association, three hundred 
pamphlets, “A Cancer Handbook for Nurses,’ were 
distributed. It is the intention of the Committee to 
distribute these nurses’ handbooks to the private 
duty nurses of the State, to the executives of hos- 
pitals and to each senior class in the hospital train- 
ing schools. A letter on cancer by the late William 
P. Graves, M.D. was also distributed to the mem- 
bers of the State Medical Society. The New Hamp- 
shire Cancer Commission, in the summer of 1932, 
made a survey of the cancer cases treated in the 
hospitals of the State and it was ascertained that 
during the year 1931, five hundred and ninety-eight 
patients were treated in hospitals for cancer. These 
were classified according to the location of the dis- 
ease and further definite information was obtained 
regarding the incidence of dependent cancer cases. 
The funds of the Cancer Commission have provided 
hospital and domiciliary care for many dependent 
cases during the past two years. 

Your Committee has endeavored to obtain infor- 
mation regarding a certain “Cancer Control Endea- 
vor” which received considerable newspaper pub- 
licity. Requests at the executive office of this or- 


which proposes to leave the local patient in the 


ganization have failed to produce any information 


| 


so-called organization. This type of activity cannot 
be approved by your Committee. 


Through the courtesy of the State Board of Health 
and Station WFEA, a radio talk on “The Impor- 
tance of the Early Diagnosis of Cancer” was given 
on January 28, 1933, and an address on the same 
subject was given to the New England Division of 
the American Nurses Association. Other talks have 
been given in other parts of the State. 


Your Committee recommends for the following 
year a further distribution of cancer pamphlets, 
chiefly to the medical profession, nurses and hos- 
pitals; and we also stress the need of education and 
training of physicians in the early diagnosis of can- 
cer. To carry out this idea we suggest that every 
county society be requested to devote one meeting of 
the year to a symposium on cancer, with special 


_ reference to diagnosis and selective methods of treat- 


ment. 


The Committee is returning an unexpended bal 
ance from the appropriation of last year and re- 
quests an appropriation of $75.00 for the coming 
year. 

GreorceE C. WILKINS, 

Grorce F. DwINELL, 

Howarp N. KINGSFORD, 
Committee on Control of Cancer. 


This report was. referred to the Committee on 
Officers’ Reports. 


Report of Special Committee on Group Insur- 
ance 


To the House of Delegates, New Hampshire Medi- 
cal Society: ‘ 


We herewith submit a report of the special Com- 
mittee on Liability Insurance, said committee having 
been created by a vote of the House on May 18, 1932. 
Meetings of the Committee have been held; much 
correspondence with members of the society; one 
visit to Vermont for consultation with the Medico- 
Legal Committee of the Vermont Medical Society 
and conferences with the representatives of the 
Hartford Accident and Indemnity Co. followed. We 
feel that we have explored but a few ramifications 
of a vitally important subject concerning every phy- 
sician in this state. We have by no means solved 
our problem. Therefore we recommend: 


1. That the committee be continued for a 
year. 

2. That closer contact be made with the 
Hartford Accident and Indemnity Com- 


pany. 

3. That the membership of the society be 
given a better understanding of the 
theory and practice of liability insur- 
ance. 

4, That the committee recommend changes 
in the by-laws of the society to make 
the whole question of the relation of the 
medical profession to the public more 
definite. 

5. That an appropriation not to exceed one 
hundred dollars be provided for the use 
of the committee. 

Frep E. 

DEERING G. SMITH, 

R. W. RoBinson, 
Committee. 


This report was automatically referred to the 
Committee on Officers’ Reports. 
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regarding the purposes, sponsors or officers of this| The Report of the Committee on Mental and 


Social Hygiene 

As Chairman of the Committee on Menta] and 
Social Hygiene it becomes my duty to make a report 
for the Committee. 

Mental hygiene is looked upon too lightly both by 
the public and the medical profession. When one 
considers the steadily increasing number of inmates 
at our state institutions, the New Hampshire State 
Hospital, Laconia State School, New Hampshire In- 
dustrial School and the State Prison, it is evident 
that something should be done. 

Your Committee feels that through mental hygiene 
work, the number of cases can be greatly reduced. 

The public should be educated in this work and 
the clinic is an educator. 

There is a Mental Hygiene Clinic held at the Dis- 
trict Nursing Association on Concord Street, Man- 
chester every Tuesday, Dr. C. H. Dolloff and mem- 
bers of his staff attending. The attendance at this 
Clinic has greatly increased and they have all that 
they can attend to, each clinic day. Patients are 
referred to the clinic by schoo! teachers, social work- 
ers, physicians, and many times children are brought 
to the clinic by the parents. 

There is as much need for clinics in the rural 
as in the urban centers of the state. 

Great credit is due Dr. Dolloff for his efforts in 
this work at Manchester for he has started some- 
thing. If this work is expanded, we may look for 
good results. 


SocrtaL HYGIENE 


This work is conducted by the State Board of 
Health through the Division of Venereal Disease 
Control. Literature is distributed and clinics are 
maintained in five cities. The depression has caused 
an unusual number of patients to apply to the clin-. 
ics for treatment as patients, who are not able to 
pay for treatment, are referred to the clinics by 
physicians. 


Respectfully submitted, 
CHARLES A. WEAVER, 
BENJAMIN W. BAKER, 
CHARLES H. DOLLorr, 
Committee on Mental and 
Social Hygiene. 


This report was automatically referred to the 
Committee on Officers’ Reports. 


Report of the New England Medical Council 


There were two meetings of the New England 
Medical Council held during the year. The first 
meeting was held at the Harvard Club in Boston 
in October. A message was read from Dr. Cary, 
President of the American Medical Association, rel- 
ative to the activities of the Veterans’ Bureau in 
caring for the medical needs of the veterans. Any 
veteran, regardless of his financial standing, who 
served three months can go to any government hos- 
pital and receive free treatment, although his dis- 
ability or sickness was contracted since he left the 
service, is of recent origin and not attributable 
strictly to disability. Dr. Cary was gathering data 
to show that it was possible for veterans to get 
service fully as cheaply if the government would ap- 
propriate its money, not for the construction of 
more hospitals, but to meet the cost of care in local 
civilian hospitals, and be treated by their own doc- 
tors at government expense. Dr. Cary felt that we 
should try to do something to keep the government 
from developing more and more what can be termed 
State Medicine. 

Dr. Bryant called attention to the fact that at the 
last Congress a bill was introduced providing not 
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only that the veteran but his entire immediate fam- 
ily as well should receive free medical and surgical 
service and hospitalization and that if something is 
not done to stop this special class legislation it 
will continue so long as it is of supposed political ad- 
vantage to those members of Congress who are ad- 
vocating it. 

On motion of Dr. Sullivan a telegram was sent to 
Dr. Cary protesting against the continued aid of the 
government to the soldiers of the World War for 
medical or surgical service for disabilities of non- 
service origin. 

The regular program of this meeting was a dis- 
cussion of postgraduate education with especial ref- 
erence to the treatment of fractures. Dr. Charles L. 
Scudder, a member on the committee on fractures 
of the New England Surgical Society, outlined some 
plans formulated by his committee. These I have 
previously outlined to you at the various county 
meetings. The report of his remarks in full with 
discussions was printed in the New England Jour- 
nal of Medicine and I feel that it is of sufficient 
importance to be discussed by the House and some 
action taken. As I have previously discussed this 
with you I will not again take your time by going 
over the same ground. 

Fo council noted its support and approval of the 
plans. 

The second meeting of the council was held at 
Boston in February, and the topic for discussion was 
Medical Economics which was discussed by invited 
guests, members of the Committee on the Costs of 
Medical Care. This subject was discussed by mem- 
bers of that committee who signed the majority re- 
port and by a member of the committee who signed 
the minority report. 

Harry O. CHESLEY, 
President. 


This report was automatically referred to the 
Committee on Officers’ Reports. 


AFFILIATE MEMBERS 


On motion of Dr. Richard W. Robinson, Bel- 
knap County, duly seconded Dr. Alpha H. Har- 
riman, Laconia, on request of his County So- 
ciety, was elected an affiliate member of the 
New Hampshire Medical Society. 

On motion of Dr. Charles H. Parsons, Merri- 
mack County, Dr. A. K. Day, Coneord, Dr. Rob- 
ert F. Oliver, Bradford, Dr. George Leete, Con- 
cord and Dr. Joseph Theriault, Montreal, Can- 
ada were elected affiliate members of the New 
Hampshire Medical Society on request of their 
respective County Societies. 


Dr. G. Situ, Hillsborough Coun- 
ty: At the May meeting of the Hillsborough 
County Medical Society, Dr. C. H. Cutler, Peter- 
boro, and Dr. G. M. Davis, Manchester were 
made honorary members of the society, being 
members of the society more than fifteen years 
and being over sixty-five years of age. Our 
society voted to ask the state society to elect 
them affiliate members, and I move they be 
elected affiliate members of the New Hampshire 
Medical Society. 


This motion was seconded and carried, and 
Dr. C. H. Cutler and Dr. G. M. Davis were duly 


elected affiliate members of the New Hampshire 
Medical Society. 


Dr. Grorce C. Wiikins, Hillsborough Coun- 
ty: The Hillsborough County Medical Society 
voted recently to recommend the adoption of 
the Basic Science Law and recommended that 
it be referred to the Committee on Legislation 
of the New Hampshire Medical Society. 

I move that the matter of the Basie Science 
Law be referred to the Committee on Public 
Policy, Public Relations and Legislation and 
for its consideration. 


Motion was seconded and carried. 


Dr. Deerine G. Smita, Hillsborough County: 
Mr. Speaker—It was also voted at the last meet- 
ing of the Hillsborough County Medical So- 
ciety to instruct our delegates to bring up be- 
fore this House of Delegates the matter of the 
control of hospitals in this State. 

I move that the control of hospitals of the 
State of New Hampshire be given to one com- 
mittee to handle. 


Dr. Gzorce C. Witxins: I think the motion 
of the Hillsborough County Medical Society was 
not just as Dr. Smith has given it. However, 
perhaps I am responsible for Dr. Smith stating 
the matter as he did. Our State Medical So- 
ciety, of course, has not the power to control 
the hospitals of the State, but in my address 
last year, I spoke of some of the faults of hos- 
pital control, and it was voted at that time that 
this matter be referred to the Committee on 
Hospitals and the Committee on Legislation for 
action. 

After the House of Representatives had been 
in session a while, I employed an astute lawyer, 
familiar with legislative procedure, to draw up 
a bill which I considered would cover the ground 
mentioned. We found that in Chapter 131 of 
the Public Laws entitled ‘‘Licenses for Sani- 
taria’’, there was the basic law which we could 
act upon by amending it. This law has been on 
the statutes for some time, and to amend this it 
would be necessary to insert certain words, so 
that it would read as follows: 

“SECTION 1. License Required. No person or 
corporation shall establish or maintain any hospi- 
tal, or shall locate, conduct or maintain a sani- 
tarium or asylum for the reception of persons of 
unsound mind, or for the treatment of specific dis- 
eases, without having first obtained a license so to 
do from the State Board of Health.” 

The only addition to this section was the 
word ‘‘any’’ before the word ‘‘hospital’’. 

“SecTION 2. Application, Issue, Revocation. Any 
person or corporation desiring to maintain such hos- 
pital, sanitarium or asylum shall first make appli- 
cation to the State Board of Health, and all facts 


relating to the character of the proposed hospital, 
sanitarium or asylum and of the applicant shall be 


thoroughly investigated by said Board, who shall, 
at their discretion, issue a license to such applicant, 
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with such restrictions and regulations as they may 
deem necessary for the protection of the interests 
of the State. The Board may, in their discretion, 
revoke or suspend said license. 

“Section 3. Inspection and Regulation. Any hos- 
pital, sanitarium or asylum maintained by any per- 
son or corporation shall be open at all times to in- 
spection by the State Board, or such person or of- 
ficer as said Board may designate, and said Board 
shall have the power to make such orders, rules 
and regulations for the conduct thereof as the Board 
may deem necessary. 

“Section 4. Any hospital already established at 
the time of the passage of this act shall be entitled 
to a license. 

“SecTION 5. All acts and parts of acts incon- 
sistent with the provisions of this act are hereby 
repealed and this act shall take effect upon its pas- 
sage.” 


This merely gives the State Board of Health 
supervision over the hospitals of the State in 
order that they may see that they serve the pub- 
lic in the best possible manner. This would take 
away from the Welfare Board the present licens- 
ing power that they have over maternity hos- 
pitals. As you know, maternity hospitals are 
licensed by the Welfare Board. This Board 
has been consulted on this matter and it is per- 
fectly willing to give it up and have it taken 
over by the State Board of Health. . 


This bill has not been presented, although 
it was turned over to the Committee on Legisla- 
tion. 


I think it is too late now for anything to be 
done during the present session of the Legis- 
lature. However, I believe it would be a for- 
ward step if we could enact this as a law at 
the next session of the Legislature. It will real- 
ly not be creating a new law, but it will sim- 
ply modify a law already in the statutes. 

I move that this House of Delegates go on rec- 
ord as favoring legislation of this type and re- 
ferring this bill to the Committee on Legisla- 
tion. 


Dr. Everett J. Stone, Sullivan County: I 
would like to ask if it is the purpose of this bill 
to take the licensing of hospitals away from a 
lay organization to a State Board? 


Dr. WitKi1ns: There is no Board of Licens- 
ing of hospitals at the present time, except hos- 
pitals for specific diseases for the insane and 
mentally afflicted. Every other hospital in the 
State is operating without any license. Any 
person can start a hospital, in a tenement house 
or anywhere, and take care of patients with- 
out any supervision whatsoever. For instance, 
a hospital may be started as a maternity hos- 
pital and licensed by the Welfare Board, but 
what does the Welfare Board know about this 
hospital? Fake cancer cures have been started 
here in this State, not by a member of the New 
Hampshire Medical Society but by a chiroprac- 
tor and a layman. There was no control over 
that situation. 


Dr. Everett J. Stone, Sullivan County: I 
have another question I should like to ask. If 
this bill went through, wouldn’t it be neces- 
sary to establish some criteria as to what con- 
stitutes a hospital? Suppose a physician — 
wanted to take out some tonsils in his office 
and put a patient to bed for a few hours. 
Would that be considered a hospital ? 


Dr. Witkins: No, I don’t think there would 
be any argument about anything of that sort. 
The purpose of this licensing is not to prevent 
any one from doing honest and honorable busi- 
ness, but to prevent the dishonest and dishon- 
orable people from doing business; it also es- 
tablishes a court of appeals for people, a place 
where patients can turn for justice if they think 
they have been improperly used. 


Dr. D. E. Sutiivan: I think that the doubts 
raised in the mind of Dr. Stone might prevail 
in the minds of a number of the men. We are 
asking a whole lot of this House of Delegates 
to endorse and favor a measure of such im- 
portance without knowing just where we are 
at. I believe thoroughly in referring this mat- 
ter to the Committee on Legislation, and then 
if it has to be modified we can go ahead with it. 
We all believe in the primary motives of the 
thing and in its fundamentals. 

I move to amend this motion so that it will 
read as follows: That the bill presented by Dr. 
Wilkins should be approved by this House of 
Delegates and should be referred to the Com- 
mittee on Legislation for its action. 


Motion was seconded and earried. 


THE SPEAKER: The motion as amended that 
the bill presented by Dr. Wilkins should be 
approved by this House of Delegates and re- 
ferred to the Committee on Legislation was 
unanimously carried. 


THE Secretary: I have a number of me- 
morials that are to be presented to the Com- 
mittee on Memorials. One is of major impor- 
tance and concerns postgraduate instruction, as 
outlined by Dr. Seudder of Boston, the object 
being that the medical profession be given op- 
portunities to progress in the recognition of frac- 
tures and their treatment. The New England 
Medical Council approved the idea and sev- 
eral of the States have already voted a sum of 
money for it. I am heartily in favor of it. I 
think doctors cannot receive too many oppor- 
tunities to improve their knowledge of the sci- 
ence and the art of medicine. This opportunity, 
coming from such a source as Dr. Seudder, I 
feel should meet with our approval, and a sub- 
stantial recognition of it made by -appropriat- 
ing a definite sum of money to carry the idea 
into effect, as far as New Hampshire is con- 
cerned. 


i 


VOL. 208 
NO. 23 


NEW HAMPSHIRE 


MEDICAL SOCIETY 1209 


- Dr. Rosert J. Graves: We had hoped to get 
money for this idea from two or three sources, 
so that we would not be taxed for service, but 
that hasn’t worked out under the present con- 
ditions. In order to get this, then, we must 
put up our money. The work is quite worth 
while and I think we will find it very valuable. 
I don’t know enough about the financial side 
to know where the money is coming from, but 
if it is possible to appropriate a sum we will 
undoubtedly find it a good investment. 


PRESIDENT CHESLEY: As I understand it, the 
idea was originated by the American College 
of Surgeons, and a Committee was appointed by 
the New England Surgical Society. - It was 
thought at that time that from the welfare 
funds it would be possible to have a generous 
contribution. If that contribution is not avail- 
able, I believe that to accomplish anything with 
a plan of this kind it would require more money 
than we could perhaps raise in New England 
by subscription from medical societies. The 
original plan called for an appropriation of 
$25,000 for New England. Now, if the six state 
societies appropriate $500 each, that would be 
$3,000. We won’t get very far with that ap- 
propriation when we consider that the idea re- 
quires two men full time to contact the whole 
of New England. 


THE SPEAKER: This will be automatically. re- 
ferred to the Committee on Memorials. 


Dr. D. G. Situ, Hillsborough County: I 
move that an opportunity be given to discuss 
the insurance question. © 


This motion was seconded and was carried. 


Dr. Rosert J. Graves: Our group insur- 
ance is like any other insurance; it’s like insur- 
ance on automobiles and so forth. You cannot 
afford to drive an automobile without carrying 
insurance. There is no question, as far as we 
are concerned, about the State of New Hamp-|p 
shire having a bad record on malpractice suits. 
Probably no one outside of the Committee on 
Jurisprudence knows anything about the num- 
ber of cases actually occurring, and I want to 
say that these reports from the Hartford Com- 
pany’s experience and the experience of other 
companies are not padded; they are quite ac- 
curate; in fact, they are a little more rosy, 
possibly, than the situation warrants. 

When the new bills for the Hartford insur- 
ance came out, several of the members investi- 
gated other types of insurance, among them be- 
ing the Medical Protective Company, in which 
company some of us have carried insurance for 
a good many years. But this company stated 
that they would not take on new cases in New 
Hampshire. Those who have been holding in 


that company for some time are still carried, of 
course, and are still protected. 

In this whole matter of insurance, it prac- 
tically comes down to whether a man is willing 
to gamble on not getting sued, because if he is 
sued, the costs of court, attorney’s fees and 
other incidentals amount to many times the cost 
of insurance premiums, And I want to say 
that a policy is a very excellent feeling of safety. 
It is most comforting to know that you have an 
able group of attorneys ready at any minute to 
step in and defend you. Personally, I do not 
see how any one can afford to be without this 
insurance protection, even if the cost is a whole 
lot more than we feel we ought to pay for the 
protection. To my mind, it is simply a ques- 
tion of ordinary business judgment and ordi- 
nary good sense. 


There was further discussion in this matter 
by Dr. Wilkins, Speaker Metcalf, Dr. Fred E. 
Clow, Dr. D. E. Sullivan, Dr. E. A. Vickery, 
Dr. Charles H. Parsons, Dr. Charles W. Adams, 
and Dr. Arthur W. Hopkins. 

As a result of the discussion, Speaker Met- 
calf asked the members of the House of Dele- 
gates the following three questions: 

1. Shall we give up the idea of group in- 
surance? 

2. Shall we continue with the Hartford Com- 


any? 

3. Shall we adopt some system like the Ver- 
mont system which provides for the lawyers’ 
fees and work but does not provide for any in- 
demnity, or, in other words, for anything the 
plaintiff may be awarded. 


SPEAKER MetcatF: I will ask for a showing 
of hands on the first question; shall we give 
up the idea of group insurance? (Not a single 
hand was raised. ) 

On the second question; shall we continue 
with the Hartford Company? (By count, four- 
teen members raised their hands as being in 
satire of continuing with the Hartford Com- 


y.) 

re the third question; shall we adopt some 

system like the Vermont system? (Not a sin- 
gle hand was raised.) 


On motion duly made and seconded, it was 


Voted: To adjourn to eight-thirty o’clock 
Tuesday morning. 


TuEspDAY, May 16 


The House of Delegates convened for its sec- 
ond meeting Tuesday morning, at nine o’clock. 

The meeting was called to order by Dr. Carle- 
ton R. Metcalf, Vice-Speaker. 

On motion duly made and seconded, the read- 
ing of the minutes of the previous meeting was 


omit 


ted. 
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Tue SPEAKER appointed the following Com- 
mittee on Nominations: . 


Dr. E. A. Vickery, Rockingham County. 

Dr. George C. Wilkins, Hillsborough County. 
Dr. Richard W. Robinson, Belknap County. 
Dr. T. J. Morrison, Strafford County. 

Dr. Donald G. McIvor, Merrimack County. 


Dr. Henry C. Sanpers, Jr.: The Committee 
on Officers’ Reports offers the following recom- 
mendations : 


1. On the Report of the Secretary-Treasurer. 

We recommend that this report be accepted and 
incorporated into the transactions of this society. 

We recommend that the offer of the State Libra- 
rian should be accepted and that a Committee of 
this Society should be appointed by the speaker to 
coéperate with the State Librarian in selecting 
up-to-date medical reference hooks for the medical 
alcove in the library. 

We recommend that the Standing Committee on 
Amendments to the Constitution and By-Laws be 
authorized to prepare a model Constitution and By- 
Laws for County Societies. 


2. Report of the Delegate to the New England 
Medical Council. 


We recommend that this report be accepted and 
incorporated in the transactions of this society. 

We recommend that action on the matter of post- 
graduate instruction be postponed. 

We recommend that the House of Delegates ap- 
prove the protest of the New England Medical 
Council against the continued aid of the government 
to the soldiers of the World War for medical or 
surgical service for disabilities of non-service origin. 


3. Report of the Committee on Liability Insurance. 


We recommend that this report be accepted and 
incorporated in the transactions of this society. 

We recommend that this Committee be continued 
and that an appropriation of one hundred dollars 
be provided for the use of this Committee. 


4. Report of the Committee on Public Relations, 
Public Policy and Legislation. 


We recommend that this report be accepted and 
incorporated in the transactions of this society. 

We recommend that this Committee be enlarged 
so that it may be do more aggressive work as sug- 
gested in its report. 


5. Report of the Committee on Control of Cancer. 

We recommend that this report be accepted and 
incorporated in the transactions of this society. 

We approve of its recommendation of a further 
distribution of cancer pamphlets and of its sugges- 
tion that each county society devote one meeting of 
each year to a symposium on cancer. 

We also recommend that seventy-five dollars 
($75.00) be appropriated for the use of this commit- 
tee for the coming year. 


6. Report of Committee on Medical Education and 
Hospitals. 

We recommend that this report be accepted and 
incorporated in the transactions of the society. 

We recommend that the delegates of each coun- 
ty society bring to the attention of their respective 
societies the recommendations of this Committee 
that each society should consider the matter of a 
county and town pauper fee schedule, and its further 
recommendation that the fee schedule of the vari- 
ous counties should be made as uniform as possible. 


7. We recommend that the reports of the Com- 
mittee on Mental and Social Hygiene, of the Com- 
mittee on Publication and the Committee on Scien- 
tific Work be accepted and incorporated in the trans- 
actions of the society. 


KENNETH CHURCHILL, 
Commiitee on Officers’ Reports. 
On motion of the Secretary-Treasurer it was 
voted to consider the recommendations con- 
tained in the Report by section. ’ 


Report of the Secretary-Treasurer : 

On motion duly made and seconded, it was 
voted to adopt the first recommendation. 

On motion duly made and seconded the second 
recommendation was adopted. 

On motion duly made and seconded the third 
recommendation was adopted. 


The report of the Delegate to the New Eng- 
land Medical Council: 

On motion of Dr. R. W. Robinson the first 
part of the recommendation was adopted. 

The second part of this recommendation, that 
action on the matter of postgraduate instruction 
be postponed. 

It was discussed by Drs. Sullivan, Wilkins, 
H. O. Smith, Hopkins, Chesley, Sanders, Jr., 
and P. Bergeron. 

Dr. D. E. Sutiivan: I would move as a sub- 
stitute, that the sum of Five Hundred Dollars 
($500.00) be appropriated for the use of post- 
graduate instruction work in the treatment of 
fracture cases, and that this appropriation be 
contingent upon similar action of the other state 
societies in New England. 


This motion was seconded by Dr. Wilkins 
and was carried. 


The third part of the recommendation was 
amended by inserting at its end ‘‘and com- 
mend the action of President Roosevelt and 
Congress in the matter’’. 

On motion of Dr. R. W. Robinson, this ree- 
ommendation, with’ the amendment, was ac- 
cepted and adopted. 

Regarding the report of the Committee on 
Liability Insurance: 

Upon motion duly made and seconded, it was 
voted that the first part of the recommendation 
be accepted and adopted. 

Upon motion duly made and seconded, it 
was 

Voted: That the second part of the recom- 
mendation be accepted and adopted. 

The Report of the Committee on Publie Re- 
lations, Public Policy and Legislation: 

Upon motion duly made and seconded, it was 

Voted: That the first recommendation be 
adopted. . 

Upon motion by Dr. George C. Wilkins, duly 


| 
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seconded, it was voted to reject the second rec- 
ommendation. 
Upon motion duly made and seconded, it was 


Voted: That the three recommendations re- 
garding the report of the Committee on Control’ 
of Cancer be accepted and adopted, as read. 

The Report of the Committee on Medical Ed- 
ucation and Hospitals: 

After considerable discussion regarding the 
second half of this recommendation, upon mo- 
tion made by Dr. Vickery, and duly seconded, 
it was 

Voted: That the two recommendations of 
the Committee on Officers’ Reports regarding 
the report of the Committee on Medical Edu- 
cation and Hospitals be accepted as read, and 
adopted 

Upon motion duly made and seconded, it was 
voted to accept and adopt section 7 as read. 

It was voted to adopt as a whole the report 
as submitted and amended. 


Dr. E. A. Vickery, Rockingham County: As 
Dr. Eastman, the speaker, has been through a 
serious illness, I move that the secretary be di- 
rected to send him a telegram, saying that we are 
glad to know he is better and we hope for his 
speedy recovery. 

This motion was seconded and was carried, 
unanimously. 

SPEAKER MetcauF: Is there any further busi- 
ness ? 

Un motion of Dr. D. E. Sullivan: Dr. William 
Hale of Gloucester, Mass., and Dr. Charles A. 
Eastman of mares were elected affiliated mem- 
bers. 


Voted: To adjourn. 


THIRD MEETING 

The House of Delegates convened Wednes- 
day morning at eight-thirty o’clock. 

The meeting was called to order by the 
Speaker. 

The Secretary read the minutes of the last 
meeting, and upon motion duly made and sec- 
onded, it was 

Voted: To approve the minutes of the last 
meeting, as read by the Secretary. 

THe SPEAKER: [I will now call for a report 
of the Committee on Nominations. 


Dr. E. A. Vickery, Chairman: Your Com- 
mittee reports the following nominations: 


For President 
. Robert J. Graves, Merrimack County. 
. Frank N. Dinsmoor, Cheshire County. 
. Elmer Miller, Grafton County. 


For Vice-President 
. Frederic P. Lord, Hanover. 


. Clarence E. Butterfield, Concord. 
. Clifton S. Abbott, Laconia. 


For Vice-Speaker of the House of Delegates 
Dr. Henry C. Sanders, Jr., Claremont. 
For Councilor 
Belknap County for five years: Dr. Clifton S. Abbott. 


Grafton County for five years: Dr. Arthur T. 
Downing. 


For Trustee, for Three Years 
To Succeed Dr. Ira J. Prouty 
Dr. Henry O. Smith, Hudson. 
Standing Committees 
Scientific Work 
Dr. D. E. Sullivan, Dr. Richard W. Robinson, 
Dr. Frederick P. Scribner. 
Public Relations, Public Policy and Legislation 
Dr. Samuel T. Ladd, Dr. Harry O. Chesley, Dr. 


Charles Duncan, the President, the Secretary- 
Treasurer. 


Publication 
Dr. D. E. Sullivan, Dr. — P. Burpee, 
Dr. Lawrence R. Hazzard 
Tuberculosis 
Dr. Robert B. Kerr, Dr. R. W. Deming, Dr. A. L. 
Wallace. 
Mental and Social Hygiene 
Dr. Charles A. Weaver, Dr. Benjamin W. Baker, 
Dr. Charles H. Dolloff. 
Control of Cancer 
Dr. George C. Wilkins, Dr. Howard N. Kingsford, 
Dr. George F. Dwinell. 
Lay Health Organizations 
Dr. R. B, Kerr (1934), Dr. E. B. Eastman (1935), 
Dr. Carleton R. Metcalf (1936), Dr. Bmery 
M. Fitch (1937), Dr. E. A. Jones (1938). 
Medical Education and Hospitals 
Dr. Robert J. Graves (1934), Dr. John P. Bowler 
(1935), Dr. Deering G. Smith (1936). 
Delegates for the State Society for 1933 
Connecticut—D. G. Smith, Nashua. 
Massachusetts—J. G. W. Knowlton, Exeter; Frank J. 
McQuade, Franklin. 


Maine—Roscoe G. Blanchard, Dover; Elmer J. Brown, 
Manchester. 


Rhode Island—George G. McGregor, Concord; Philip 
H. Greeley, Portsmouth. 
Vermont—To be appointed later. 


THE SPEAKER: You have heard the eepart 
of the Nominating Committee, Gentlemen: What 
are your wishes? 


PRESIDENT CHESLEY: Mr. Speaker, I appoint 
the following as alternates for the delegates so 
named : 

C. F. Keeley for Dr. Stone of Sullivan County. 
George S. Emerson for Dr. Hopkins of 
Cheshire County. 

Thomas W. Luce for Dr. Knowlton of Rock- 
ingham County. 


H. O. Smith for Dr. Bergeron of Hillsborough 
County. 


The Speaker appointed Dr. Luce and Dr. 
Sycamore tellers. 


Dr. George C. I move you, Mr. 
Speaker, that the Secretary be instructed to 
east one ballot for Dr. Robert J. Graves for 


For Speaker of the House of Delegates 
Dr. Carleton R. Metcalf, Concord. 


President of this Society for the ensuing year. 


This motion was seconded and was carried. 


Dr 

Dr 

Dr 

Dr 
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The Secretary cast one ballot for Dr. Robert 
J. Graves and the Speaker declared Dr. Robert 
J. Graves elected President of the New Hamp- 
shire Medical Society for the ensuing year by 
the unanimous vote of the House of Delegates. 


The tellers reported that Dr. Frederic P. Lord 
received thirteen votes and Dr. Clifton S. Ab- 
bott received one vote and the Speaker declared 
Dr. Frederic P. Lord elected Vice-President of 
this Society for the ensuing year. 


Upon motion duly made and seconded, it was 


Voted: That the Secretary be instructed to 
cast one ballot for the election of the remaining 
officers as presented by the Committee on Nomi- 
nations. 


The Secretary cast one ballot, as directed, for 
the election of the remaining officers as pre- 
sented by the Committee on Nominations and 
the Speaker declared these Officers to be duly 
elected for the term designated in the report 
of the Committee. 


Dr. Lesure K. Sycamore: The Committee on 
Memorials and Communications reports as fol- 
lows: 


1. Your Committee recommends that this So- 
ciety indorse the investigation of Puerperal Mor- 
tality being conducted by the New England Ob- 
stetrical and Gynecological Society, and that the 
Officers of this Society be instructed to render such 
assistance in the gathering of statistical information 
as may be requested by the New England Obstetri- 
cal and Gynecological Society, or its appointed 
agents. 


2. Your Committee recommends that this So- 
ciety approve in substance the Minority Report of 
the Committee on the Costs of Medical Care. 


3. At the request of the National Food Bureau, in- 
dorsed by the American Medical Association, your 
Committee recommends that this Society approve 
the following statements: 

(a) The exaggerated claims for various fad foods 
are entirely unwarranted by scientific evidence or 
practical experience; and the advertising and other 
propaganda furthering their substitution for the 
older staple articles of diet should be condemned. 

(b) The danger of nutritional deficiencies has 
been grossly exaggerated. A diet consisting of 
dairy products (especially milk), leafy vegetables, 
fruits, meats, and easily digested starches furnishes 
an excess of all food factors necessary to the nor- 
mal individual for proper growth, nutrition and re- 
sistance to disease. 

(c) Any veriation from normal diet should be 
prescribed only by a properly trained physician 
after a careful study of the dietary requirements 
of the individual seeking advice. 


Sycamore, Chairman, 
W. J. Paun Dye. 
Upon motion by Dr. George C. Wilkins, duly 
seconded, it was 


Voted: That the first recommendation be 
accepted and adopted. 


Upon motion by Dr. Thomas W. Luce, duly 
seconded, it was ae 

Voted: That the second recommendation 
be accepted and adopted. 


Upon motion duly seconded, it was 


Voted: That the third recommendation be 
accepted and adopted. 


There was considerable discussion in the mat- 
ter of the meeting time of the first meeting of 
the House of Delegates next year by Dr. Chesley, 
Dr. Wilkins, Dr. Robinson, Dr. Luce, Dr. Mor- 
rison, Dr. Sullivan. 


The matter of the various reports being sub- 
mitted to the Committee on Officers’ Reports was 
then brought up, and, after considerable dis- 
cussion by Dr. Sullivan, Dr. Chesley, Dr. D. 
G. Smith and others, on motion by Dr. R. W. 
Robinson, duly seconded, it was 


Voted: That the Reports of the Commit- 
tees on Officers’ Reports, and Communications 
and Memorials be forwarded to the County Sec- 
retaries before the first of April of each year. 


Further discussion was had on this matter, 
and it was 

Voted: To reconsider Dr. Robinson’s mo- 
tion. 

Upon motion by Dr. D. G. Smith, seconded 
by Dr. R. W. Robinson, it was 

Voted: That the Seeretary of the State So- 
ciety transmit to the Secretaries of the County — 
Societies in advance of April first of each year 
the substance of all important subjects that will 
come up for discussion at the Annual Meetings 
of the House of Delegates. | 


The matter of the expense to the county so- . 
cieties. for the New England Medical Council 
was then brought up by Dr. Sullivan. 

After some discussion, upon motion duly made 
and seconded, it was 


Voted: That the expenses of the N. E. 
Medical Council be pro-rated in proportion to 
the membership of each State Society and that 
the Secretary of the New England Medical 
Council be so notified. 


Report of the Necrologist 

Dr. a S. Bragg, Manchester—Died January 1, 
Dr. George R. Cusson, Berlin—Died January 4, 1932. 
Dr. George W. Hatch, Wilton—Died January 10, 


1932. 
Dr. a S. Gilman, Lakeport—Died January 20, 
Dr. Carroll R. Murch, Nashua—Died February 29, 


Dr. Elmer T. Brown, Groveton—Died April 10, 1932. 
Dr. haga A. Fairbanks, Dover—Died April 30, 
Dr. William O. Lambly, Lebanon—Died May 17, 1932. 

r. oe H. Morrison, Whitefield—Died May 27, 
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Dr. Arthur H. Cilley, New York City—Died May 31, 
932 


1932. 
. Ira J. Prouty, Keene -Died July 31, 1932. 
Dr. Madison T. Thurber, Dorchester, Mass.—Died 
September 27, 1932. 
Dr. William W. Ker, Colebrook—Died November 17, 
Dr. 


1932. 
Albion S. Marden, Newport—Died December 6, 
1932. 


Dr. John T. Murray, Manchester—Died December 16, 
1932. 
C. E. DUNBAR, 
Necrologist. 


Report of the Committee on Tuberculosis 


The phenomenal and persistent decline in the 
tuberculosis death rate during the past fifteen years 
in New Hampshire may tend to overshadow the sig- 
nificance and importance of tuberculosis at this time 
as a disease inflicting upon the people of the state 
a real economic and social burden. 

It is true that tuberculosis has dropped from the 
first to the sixth place among the leading causes of 
death in our State, but it stands first as the destroyer 
of human lives in the most productive period of life, 
20 to 45 years of age. 

Taking into consideration the nature of the dis- 
ease, its chronicity—the degree of economic and 
physical handicap which it imposes upon the afflicted 
persons, its infectiousness to others and many other 
factors, it is evident that not many diseases exceed 
tuberculosis in both individual and social impor- 
tance. 

The remarkable progress which has been achieved 
may be credited to many factors, among which are 
the codperative efforts of the physicians and the 
public health officials and workers in New Hamp- 
shire. The strengthening and intensification of 
these various factors contributing to the control of 
the disease should enable us to hold our gains and 
to make further headway. 

The years 1930 and 1931 did not record any reduc- 
tions in the tuberculosis death rate in New Hamp- 
shire as compared with the years immediately pre- 
ceding. The figures for 1932 are not as yet avail- 
able. Although no additional reductions in death 
rate are recorded, the gains of the previous years 
have been held for the most part. This result is 
particularly gratifying in view of the past three 
years of economic disturbance with widespread un- 
employment, undernutrition for increasing numbers 
of children, overcrowding of families in homes, and 
the physical and mental distress accompanying these 
unfavorable conditions. However, we know that 
tuberculosis is not an overnight disease; that the 
clinical disease is a matter of attrition between the 
infecting agent, the tubercle bacillus, and the re- 
sistance with prolonged unfavorable conditions of 
living favoring the victory for the germs. Now, more 
than ever, there is need for increasing efficiency 
in the early diagnosis, treatment and prevention 
of tuberculosis. 

As to newer trends in tuberculosis, we have in 
recent years achieved a better understanding of the 
disease and of its methods of spread and propaga- 
tion. This has been brought about through the 
coéperative endeavors of clinical, research, and pub- 
lic health workers. The use of the tuberculin test 
in examination of thousands of children in “con- 
tact” and “non-contact” groups has given us more 
definite information as to the incidence of tubercu- 
lous infection and the significance of close contact 
with “open” cases. The increasing utilization of the 
x-ray in examination of “suspects”—‘“tuberculin re- 
actors” and “contacts” has been of particular assist- 
ance in clarifying our knowledge as to the develop- 
ment of tuberculous pathology in the lungs. 


Today we know by virtue of carefully controlled 
studies, that those in contact with a case of active 
tuberculosis and particularly the young, are seri- 
ously exposed to the danger of infection and sub- 
sequently to the development of active disease. In 
infants and young children it may result in a tuber- 
culous meningitis or a general tuberculosis or a 
period of years may elapse before development of 
active disease in the lungs. 

These observations have taught us the significant 
lesson that no case of tuberculosis which comes to 
the physician’s office or to the clinic is adequately 
disposed of until two pertinent questions are an- 
swered: first, from whom did the patient get his 
infection, and secondly, to whom has he given it? 
Carried into action this means search for the previ- 
ous case or cases and examination of every person 
who has been in contact with the patient. Recently 
a member of your committee tuberculin-tested 17 chil- 
dren from two tuberculosis homes; 14 were positive 
reactors. 

We have learned a great deal about the natural 
history of the disease, tuberculosis. The future of 
the tubercle bacillus in the human body, the evo- 
lution of the infection to active disease, the path- 
ology and clinical picture have become more clari- 
fied through the work of multitudes of workers. 

This voluminous evidence demonstrates that the 
natural history of the disease may be divided into 
three phases or chapters. The first phase repre- 
sents the invasion of the body by the tubercle bacil- 
lus. It gains and retains its foothold, but causes no 
recognizable pathologic or clinical changes. A pos- 
itive tuberculin test and a negative x-ray are found 
in this phase. 

The second represents what is today classified as 
the childhood type of tuberculosis. Here we see an 
extension of the effects of the tubercle bacillus in 
the tissues of the body, with not only a positive 
tuberculin test, but also x-ray and at times clinical 
evidences of pathologic development. 

The third phase or chapter, which is of course 
the best known, represents the active stage of the 
disease the typical type, that of clinical pulmonary 
tuberculosis. 

The routine x-raying of the chest of positive ré- 
actors shows that a considerable percentage of 
“non-contact” and an even larger percentage of 
“contacts” give evidence of pathologic changes of 
the childhood type of tuberculosis. . 

It is from these two groups that we may properly 
expect the larger proportion of our active tubercu- 
losis developing during the years of early man- 
hood and womanhood. 

It is logical to conclude that through the discov- 
ery of these infected cases while the tuberculous 
process has not passed into active disease, we can 
break their contacts with sources of tuberculosis 
infection and by safeguarding them against undue 
strain, we can enable their inherent deZensive forces 
to overcome the invading tubercle bacillus and so 
anticipate and prevent subsequent breakdown. 

These endeavors represent the newest phases in 
the control of tuberculosis. Physician, nurse, social 
worker and public health officer must work together 
to bring about the discovery and the adequate pre- 
vention and curative treatment of these cases of 
tuberculosis infection and childhood tuberculosis. 

Based upon present knowledge of the contro! of 
tuberculosis there must be the deep realization that 
no case of tuberculosis is adequately disposed of 
until the source of the infection is traced, and un- 
til all contacts have been examined, to ascertain 
whether they, too, harbor tubercle bacilli in them, 
and when discovered to be infected, the contacts 
must be afforded such safeguards as to minimize 
the danger of subsequent breakdown with the dis- 


ease. It must not be lost sight of, that even in 
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children presenting positive reaction to tuberculin, 
every effort must be made to search out the “open” 
case from whom the infection has been received. 

As to newer phases of treatment, increasing utili- 
gation of surgical intervention in certain types of 
pulmonary tuberculosis cases is demonstrating good 
results. Phrenectomy and thoracoplasty in careful- 
ly selected cases is becoming more frequently re- 
sorted to. Pneumothorax treatment is again com- 
ing back into popularity. Newer perfections of tech- 
nique have increased the effectiveness of this method 
of treatment. 

An interesting number of cases have received the 
benefits of pneumothorax treatment at our state 
sanatorium. Through the generous codperation of 
the surgical staff of one of our large Boston Clinics, 
a number of patients from the state sanatorium have 
also been given thé opportunities of such surgical 
- treatment as phrenectomy and thoracoplasty. 

Your committee is appreciative of the cordial 
spirit of codéperation manifested by the members 
of the New Hampshire Medical Society. 

Rosert B. Kerr, Manchester, 

Rosert M. Demine, Glencliff, 

L. WALLACE, Nashua, 
Committee on Tuberculosis. 


Dr. Henry C. Sanpers, Jr.: I have a Re- 
port of the Committee on Officers’ Reports and 
a recommendation on a supplementary Report 
of the Committee on Public Relations, Public 
Policy and Legislation. 


The final report of the Committee on the Costs 
of Medical Care is perhaps the most important con- 
tribution ever made to the literature dealing with 
the relations of the medical profession to the gen- 
eral public. 

The result of five years of study, its recommen- 

dations, as given in the majority and minority re 
ports, deserve and demand the thoughtful consid- 
eration of every practitioner of medicine. It is 
impossible for your committee to deal with this 
report in detail and very difficult to select isolated 
portions of it for examination. We do, however, 
ask you to give careful thought to the third rec- 
ommendation of the majority report, “The Com- 
‘mittee recommends that the costs of medical care be 
placed on a group payment basis, through the use 
of insurance, through the use of taxation, or through 
the use of both these agencies.” And note also the 
specific recommendation that “organized groups of 
consumers unite in paying into a common fund 
agreed annual sums in weekly or monthly install- 
ments and in arranging with organized groups of 
medical practitioners . . . to furnish them and 
their families with virtually complete medical serv- 
ice. By ‘organized groups of consumers’ the Com- 
mittee means industrial, fraternal, or other reason- 
ably cohesive groups.” 

These two recommendations, if carried out, will 
result in sweeping changes in the relation of physi- 
cians to the government and to the people. 

Whether these changes would or would not prove 
beneficial is for you to consider, and, if possible, 
determine. We agree with the dictum that appro- 
priate societies, city, county or state, through ap- 
pointed committees, should ascertain the facts re- 
garding the provision of medical service in their sev- 
eral localities and “prepare plans accordingly.” We, 
therefore, recommend that our successors on this 
Committee, or preferably a Committee composed 
of the Chairmen of the Committees on Public Rela- 
tions, Medical Education and Hospitals, and Lay 
Health Organizations, be instructed to study the 
conditions in this State, and, if possible, make defi- 
nite recommendations as to the position which the 
New Hampshire Medical Society should assume. 


We recommend the acceptance of this Supplemen- 
tary Report of the Committee on Public Relations, 
and its incorporation in the transactions of this 
Society. 

We approve of their recommendation that a Com- 
mittee, composed of the Chairmen of the Commit: 
tees on Public Relations, Medical Education and 
Hospitals, and Lay Health Organizations be instruct- 
ed to study the conditions in this State, and, if pos- 
sible, make definite recommendations as to the posi- 
tion which the New Hampshire Medical Society 
should assume. 


Upon motion, duly seconded, it was 

Voted: That the report of the Committee on 
Officers’ Reports and its recommendation be ac- 
cepted and adopted. 


Upon motion by Dr. Sullivan, duly seconded, 
it was 

Voted: That the thanks of the New Hamp- 
shire Medical Society be extended to the Hills- 
borough County Medical Society, the guests, the 
State Board of Health, the exhibitors and all 
those who have contributed to the success of this 
meeting. 


THE SPEAKER: What are your wishes about 
the time and the place of the next annual meet- 
ing? 


Dr. Luce: Mr. Speaker, I move that we meet 
in Manchester, the exact dates to be determined 
by the President and Secretary. 


The motion was seconded by Dr. Sanders, Jr., 
and was carried. 


On motion duly made and seconded, it was 
Voted: To adjourn. 


The House of Delegates adjourned sine die at 
10:10 A.M. 


MISCELLANY 


RESIGNATION 


‘Dr. Arthur B. Woodman, Springfield, Vermont, 
has resigned. 


NEW MEMBERS 

Richard L. Murphy, M.D., 967 Elm Street, Man- 
chester. 

Pearl Goodman, M.D., 135 Main Street, Nashua. 

Norman William Crisp, M.D., 215A Main Street, 
Nashua. 

Dr. Charles A. Benway, Lebanon, graduate of 
Tufts College Medical School 1912, licensed 1912. 


DEATH 


Dr. Edward O. Otis of Exeter died at his home, 
May 28. 


- 
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CASE 19231 


STRABISMUS, HEADACHE AND 
OPISTHOTONOS 


NEUROSURGICAL DEPARTMENT 


A four year old boy of Italian parentage was 
sent in from another hospital. The chief com- 
plaints were strabismus and headache following 
an injury a month before entry. The history 
was given by his father and a friend. 


The child was in fairly good health, active 
and playful, until a month before entry, when 
he fell down three steps, striking his forehead. 
Following the fall he was conscious and able 
to play as usual. The next day the parents 
noted a left internal strabismus, which had per- 
sisted. He complained of throbbing left oc- 
cipital headaches and of discomfort in the lower 
abdomen and the right arm and leg. For the 
past two weeks he had been in bed most of 
the time by his own choice. During these two 
weeks he would awaken at five o’clock in the 
morning and ask for milk, which he would vomit. 
He did not vomit later in the day. At times 
he cried at night. Five days before entry he 
was admitted to the hospital from which he 
was sent here. He was not very ill, but sat up 
and talked. Examination showed a _ hydro- 
eephaloid skull, left internal strabismus, equal 
and dilated pupils reacting sluggishly to light, 
tortuosity of the retinal vessels and bilateral 
choked disks. There were no motor abnormal- 
ities. The urine was normal. Blood examina- 
tion showed 19,900 white cells, 4,230,000 reds, 


hemoglobin 90 per cent. A throat culture showed |- 


staphylococcus, pneumococcus and streptococ- 
eus. The spinal fluid showed no globulin, 2 
lymphocytes, at the first puncture. At a sec- 
ond puncture the initial pressure was 450, fall- 
ing to 250 with relaxation. The dynamics were 
normal except that there was no response to 
compression of the left jugular. The fluid was 
clear. The child showed a tendency to fall back- 
ward, X-ray examination of the skull showed 
wide sutures. Soon after admission it was noted 
that the child was quite blind. He was noisy 
and had to be quieted with chloral hydrate. 
Four days after admission he had stiff neck and 
opisthotonos. He complained of headache. 
There was possible dysphagia. Once he had 


projectile vomiting. The temperature was 99° 
to 101°, rectal, the pulse 130 to 140, with one 
drop to 82, the respiration 24 to 32. There 
is no history of convulsions, incontinence, ear- 
aches, gait disorder or nasal regurgitation. 

There is no history of familial disease or lues. 

The child had always been frail and caught 
colds easily. His head had always been long 
and large. He had bronchitis and pneumonia 
three years, two years and again a year and 
nine months before entry. He had pimples on 
his arms and legs a year and a half before entry 
and again six months later, never diagnosed as 
varicella. He had had no other illnesses and 
had always been happy and active until the 
present illness. 

Physical examination showed a poorly devel- 
oped and nourished little boy lying flat in bed, 
opisthotoniec but in no distress, conscious and 
responsive. The head was asymmetrical, 21 3/4 
inches in circumference, with prominence in the 
left occipitoparietal region. The skin was mod- 
erately dry, the neck stiff. The pupils were 
moderately dilated, equal and regular. The left 
was fixed. The right reacted sluggishly to light. 
There was internal strabismus of the left eye. 
There was choking of the disks, more marked 
on the left, and marked engorgement of the 
retinal veins. ‘The spine was stiff. The knee 
jerks were equal and sluggish. There was bi- 
lateral Babinski. The abdominal and cremas- 
teric reflexes were present. The ankle jerks 
were equal and increased. There were a few 
clonic contractions of the ankle, not sustained. 
The grips were weak. The child could stand 
and walk if supported. There was contralateral 
reflex on the left. 

The specific gravity of the urine was 1.029. 
Acetone was present. The sediment showed rare 
white cells. Blood examination showed 12,200 
to 15,100 white cells, 40 per cent polynuclears, 
4,380,000 red cells, moderate achromia. A tu- 
bereulin test was negative. 

Before operation the temperature was 98.6° 
to 101°, the pulse 87 to 129, the respiration 
13 to 32. 

X-ray examination showed the skull unusual- 
ly large. There was considerable separation of 
all the sutures. There were no areas of erosion 
or new bone formation within the skull. No un- 
usual shadows were present. The convolutional 
markings showed some prominence in the pari- 
etal region. A second examination confirmed 
the previous findings. There was definite evi- 
dence of marked chronic increased intracranial 
pressure characterized by convolutional atrophy 
and wide separation of the sutures. There were 
no localizing signs of tumor. The pressure was 
thought probably not congenital. Examination 
of the chest showed no evidence of enlargement 
of the thymus or of disease. There was how- 
ever prominence of the lung markings. 
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An eye consultant found marked bilateral 
papilledema with considerable extension into the 
surrounding retina. The vessels showed that 
there was resistance to normal circulation. A 
neurological consultant reported, ‘‘It seems to 
me that ventricular puncture should be done 
next. I suggest a ventriculolumbar puncture te 
get all the evidence.’’ 

The child was rational. He talked a good 
deal, switching subjects rapidly, and com- 
plained of headache. The opisthotonos became 
more marked. 


Four days after admission a bilateral ven- 
tricular tap was done and at the same time a 
lumbar puncture. The ventricular pressure was 
700, the lumbar pressure 500. The oscillations 
were free in both. The fluid was clear and col- 
orless. There was marked hydrocephalus. The 
total protein was 15 in the ventricular fluid, 
44 in the lumbar fluid. The tap was followed 
by operation. The patient was in very poor 
condition after it and went to the ward in a 
precarious condition. The following day he died. 


CuricaL Discussion 


Dr. C. Casor: ‘‘Examination 
showed a hydrocephaloid skull’’,—I take it that 
means one congenitally of that type. 

Dr. Tracy B. Mauiory: I got the opposite 
impression from that statement,—that they 
meant that the skull had actually enlarged since 
the start of the disease. He was young enough 
so that the sutures were not closed. 

Dr. Casot: There is first-rate evidence of 
increased intracranial pressure. 

The throat culture was of no importance, I 
take it. 

450 is an enormous pressure, isn’t it? There 
was no evidence of meningitis; the cells and the 
rest of it were still low. 

‘‘Soon after admission it was noted that the 
child was quite blind,’’ presumably from intra- 
cranial pressure or from something in the oc- 
cipital region affecting the centers of sight. 

One thing I wish we knew more about is the 
nature of his injury. Those things are often 
thought out afterwards, when the child did not 
really have much of an injury. Three steps is 
not much to fall. I have fallen when I was a 
child a great deal more than that and never 
was any the worse for it. It is very easy to 
get off on a wholly wrong track because we are 
told about an injury, and yet it is certainly 
very tempting. 

‘* Acetone was present:’’ he had been vomit- 
ing. 
Dr. Grorce W. Hotes: I do not quite un- 
derstand the statement ‘‘that pressure was 
thought probably not congenital’’. 

Dr. Casor: They. thought it came on since 
the accident. 


Dr. Hotmes: I do not see how they could 
pass any opinion either way. 

A Strupent: What would prominent lung 
markings mean with a negative tuberculin? 

Dr. Hotmes: They would not necessarily 
mean anything. I am afraid that is a phrase we 
use too often. 

This film I think shows perhaps better than 
any of the others the widely separated sutures 
throughout the skull. In a child of this age 
the sutures have not closed and are fairly easily 
separated. If the increase in intracranial pres- 
sure comes on rapidly we get separation of the 
sutures without much change in the convolu- 
tional markings. When the increase in intra- 
cranial pressure is slow the convolutional 
changes are marked. In this film we see a bet- 
ter demonstration of the prominence of the con- 
volutional markings. Such findings indicate 
increased intracranial pressure without giving 
any definite idea as to what is the cause of the 
pressure. 

Dr. Maurice FrEMontT-SmMItH: Why do they 
call that ‘‘convolutional atrophy’’? 

Dr. Hotmes: It is not atrophy of the con- 
volutions, but is due to the pound of the brain 
against the skull, producing thinning of the 
skull over the convolutions. 

Dr. Casor: Convolutional atrophy is a bad 
term, isn’t it? 

Dr. Houmes: Yes, and of course one might 
question whether the condition did not occur 
in the absence of increased intracranial pres- 
sure. It probably does, particularly in chil- 
dren, and it may last for a number of years 


| after the pressure has disappeared ; but we think 


in most cases that show marked convolutional 
markings there probably has been increased 
pressure at some time. 

We have no other evidences of brain tumor. 
The sella turcica appears normal and there are 
none of the shadows we usually see in tumor. 

The films of the chest are as described, no evi- 
dence of enlarged thymus. The heart shadows 
appear normal. The prominent markings spoken 
of I should think in this case might be due to 
the fact that the films were taken in the phase 
of expiration, so that the lungs were not well 
inflated. 

Dr. Casot: <As I look at those films, com- 
paring the size of the skull and the size of the 
chest, I find it hard to imagine that all happen- 
ing in four weeks. 

Dr. Houmes: You notice a decided differ- 
ence in the size of the skull in films taken with 
a very short targe film distance. In all these 


there is a good deal of magnification, probably 
more than there is in the chest film, but I do 
not think that would explain the whole picture. 
In this film, for instance, we get the typical 
widening of the skull as compared with the face. 
Whether that could all be due to separation of 
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the sutures I do not know. But I should think 
your point is possibly a good one, that he had 
a-large head to begin with. 

A Stupent: It is noted that his head had 
always been long and large. 


Dr. Casot: Yes, we were told that much. 


The ventricular pressure certainly sounds ter- 
rific. I do not suppose there is any normal ven- 
tricular pressure. There is not enough fluid in 
there to exert a pressure. 500 lumbar pres- 
sure is enormous too. | 

Dr. Macdonald, can you tell us anything more 
about this case? 

Dr. H. Macponabp, Jr.*: We no- 
ticed much reference in the clinical discussion 
to the opisthotonos, which was very marked in 
the operating room before anesthesia. He was 

put under avertin anesthesia and the opis- 
thotonos disappeared. He was completely relaxed 
so that there was no muscle spasm at the time 
when the trephine was done. At the time of 
the trephine there was a manometer attached 
to the lumbar needle. We could demonstrate 
at that time no definite evidence of any me- 
chanical block between the ventricle and the 
lumbar space, yet we felt because of the dif- 
ferent pressures that there was something in 
between the two needles. When fluid was re- 
moved from the ventricle there was a coincident 
falling in the pressure in the lumbar space. But 
when fluid was removed by the lumbar needle 
it made no difference whatever in the ventricle. 
Therefore we inferred that we had enough to 
go ahead. We exposed both cerebellar hemi- 
spheres, leaving the dura intact at the time. 
About two thirds of the hemisphere was ex- 
posed. Then by feeling the dura at that time 
we were under the impression that it was ex- 
tremely tense, under great pressure. Just be- 
fore the dura was to have been opened the child 
stopped breathing and Dr. Hodgson hurriedly 
tapped the ventricle above the tentorium. The 
. child began to breathe again and the dura was 
opened over the cerebellum. 

The incision began in the midline. When the 
space was exposed we found that there was ab- 
solutely no cistern, that the tonsils and vermis 
of the cerebellum had been pushed downward 
and completely obliterated the cistern space. 
An attempt to expose the vermis completely was 
futile; every time the brain spoon was intro- 

duced the child would stop breathing. But the 
hemispheres were so pushed apart by the vermis 
riding up that it was impossible to look into 
either of the hemispheres. The vermis was tapped 
with the needle, but no fluid was obtained. It 
was impossible to continue any further explora- 
tion owing to the poor condition of the child. 
_$o the muscle layers were closed over, leaving 


*Assistant resident surgeon on the Neurosurgical service. 


the dura open for the extra space available by 
such a procedure. 

Dr. Casot: I am very much out of my beat. 
I know very little about neurology, brain sur- 
gery, or children. I have some impressions about 
this case, and think there is no harm in put- 
ting them down. My impression is that the fall 
down those three steps had nothing to do with 
the case, that this thing has been going on for 
a long time; or if the fall had anything te do 
with it that it was an unimportant element. I 
see no good evidence of brain tumor or of men- 
ingitis or of hemorrhage, and those are about 
all the things we expect to look for in the brain. 
I know that chronic hydrocephalus, which on 
the whole I suppose this to be, can come on 
from very slight changes affecting the brain 
drainage, without tumor or meningitis or hem- 
orrhage or bony obstruction such as might come 
from a fracture, and I believe it is a thing of 
that sort, in other words the thing that hydro- 
cephalus usually is, and that we happen to see 
the child in this way because of the accident, 
though the accident has nothing to do with it. 
About the opisthotonos I do not know enough 
about neurology in children to say. So my diag- 
noses are chiefly negative. I have told you a 
number of things that it is my impression are 
absent. My impression is that the thing that is 
present is probably a very small affair control- 
ling the brain drainage through the fourth ven- 
tricle. 

Dr. FREMontT-SmiTH: I have only to say 
that I should think a chronic hydrocephalus 
would have been apparent earlier, and there 
would not be this definite change after the fall. 
I would argue for tumor, but I do not know 
where it is. 

A Stupent: Are there any objéctions to a 
brain abscess ? 

Dr. Casor: Yes, I should say so. I think 
they would have had some evidence of it in 
the course of such observation as they had; also 
evidence of a cause in the ear or lung. 

A Stupent: Is there any chance of an ex- 
tradural hematoma? 

Dr. Casot: Dr. Macdonald, did you see any 
extradural hematoma? Could it have been that? 

Dr. Macponaup: Not with the clinical pic- 
ture that we have of a child with block and 
rapidly going blind. With an extradural hema- 
toma we should rather expect a story of being 
knocked out, with a subsequent lucid interval, 
then coma. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Cerebellar tumor? 
DR. RICHARD C. CABOT’S DIAGNOSIS 


Chronic obstruction to brain drainage through 
the fourth ventricle. 
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ANATOMIC DIAGNOSES 


Ependymal glioma (spongioblastoma) of the 
fourth ventricle. 

Internal hydrocephalus. 

Trephine. Puncture of the lateral ventricle. 

Intraventricular hemorrhage. 


Discussion 


Dr. Mauuory: We found he had a tumor in 
the fourth ventricle with a hydrocephalus sec- 
ondary to that, and essentially nothing else. 

Dr. Casot: How big was the tumor? 

Dr. Matiory: It was 4.5 by 4 centimeters. 
It completely filled the fourth ventricle. 

Dr. Casot: Did the fall down the three 
steps have anything to do with it? 

Dr. Matuory: Not in the least. 


NOTE BY DR. JOHN S. HODGSON 


The preoperative diagnosis was probable brain 
tumor, cerebellar, midline. Slight doubt arose 
because of the history of trauma, though it was 
surmised that trauma was the result of a pre- 
éxisting cerebellar lesion rather than the pri- 
mary cause of symptoms. The elevation of tem- 
perature and the opisthotonos also raised the 
question of meningitis. 

Operation was done following combined ven- 
tricular and lumbar puncture, which gave some 
suggestion of dynamic block between the ven- 
tricle and the spinal subarachnoid space, plus 
protein differences. Cerebellar decompression 
and exploration showed great increase of intra- 
cranial pressure and pressure cone with evidence 
of midline fourth ventricle tumor. Owing how- 
ever to the marked respiratory difficulty, ag- 
gravated by every attempt at exploration, it was 
impossible to do more than decompress and close 
the wound. The prognosis seemed hopeless. 


CASE 19232 


INTERMITTENT EPIGASTRIC PAIN FOR 
FIVE YEARS IN A WOMAN OF SIXTY- 
SEVEN 


SurGICAL DEPARTMENT 


A married Canadian housewife sixty-seven 
years old entered through the Emergency Ward 
complaining of intermittent epigastric pain of 
five months’ duration. 

‘ The first attack came on one night soon after 


she had gone to bed and lasted unchanged un- 


til the following noon as steady pain, not sharp 
or stabbing, in the midepigastrium. Food did 
not relieve it. Twice during the night she 


vomited without nausea. Each time for a few 
minutes afterwards the pain was less. The sec- 
ond attack occurred a month and a half later, 


powders and a bland diet, and was identical with 
the first attack, vomiting included. The third 
attack occurred after an interval of a month, 
the fourth six weeks later, the fifth two days | 
before admission, lasting until midnight before 
entry. It was considerably relieved by an ice 
bag. She had not vomited blood or had con- 
stipation or abnormal stools. Since the onset she 
had lost ten pounds but had not lost strength 
or appetite and had worked as usual between the 
attacks 

Her mother and one sister died of tuberculo- 
sis. Her father and another sister died of can- 
cer. 

The past history is negative. She had always 
had good health. 

Physical examination showed a well nourished 
and well preserved little woman in no discom- 
fort. The skin was very dry. The heart, pulses, 
arteries and lungs were normal. The blood pres- 
sure was 175/85. The abdomen was soft and 
level, without tenderness, masses or palpable or- 
gans. The rest of the examination was negative 
except for slight reddening of the urethral os. 

Before operation the urine was not remark- 
able; the hemoglobin was 60 to 85 per cent, the 
red cell count 5,180,000 to 6,000,000, the white 
cell count 9,700 to 15,700, polymorphonuclears 
49 to 57 per cent. One smear showed some 
young polymorphonuclears; another was nor- 
mal. A Hinton test was negative. The icteric 
index and van den Bergh were normal. Four 
of seven stools were yellow or clay colored; 
guaiac was negative on all. 

Before operation the chart was normal. 

At x-ray examination the stomach was nor- 
mal except that it appeared to be pulled over 
towards the liver edge. The duodenal cap ap- 
peared to be adherent to the edge of the liver 
and made a zigzag course down the liver edge 
for two inches, then returned. Following the 
head of the barium meal one noted a fleck of 
barium in this overlapping of the duodenum, 
probably in the cap. As the barium continued 
to flow through the duodenum, the duodenum 
remained filled, with an irregular edge along its 
first and second portions. There was marked 
reverse peristalsis. This and the ease with . 
which the duodenum filled and remained filled 
made the localization of this fleck of barium 
practically impossible. In no position could the 
first and second portions of the duodenum be 
unwound. No ulcer crater was made out. Ata 
Graham test a very faint shadow of the gall 
bladder was visible. There were no visible 
stones. At a second Graham test the findings 
were much the same. After the patient took food 
the size of the gall bladder diminished. The 
tests were inconclusive. The only abnormality 
shown by a barium enema was a spastic cecal 
tip which was difficult to fill, and once filled, 


after two weeks of medical treatment with 


no barium could be forced into the ileum. 
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The patient was more comfortable with her 
bowels moving more freely. On the twelfth day 
she had continuous sharp pain across the epi- 
gastrium all day, was nauseated and vomited. 
Examination of the abdomen was negative. Two 
days later she was better. On palpating the 
relaxed abdomen an indefinite mass could be 
felt to descend on the left above the umbilicus. 
She had lost three pounds in the two weeks since 
admission. 


On the nineteenth day operation was done. 
The following day the patient looked as well as 
if she had had no operation. On the fourth day 
she had slight transient pains in the right up- 
per quadrant. On the fifth day the wound 
showed a spot of gangrene, and on the sixth 
a larger spot, with moderate induration around 
it. The stitches were removed and a few cubic 
centimeters of pus with a few gas _ bubbles 
evacuated. Culture showed no gas bacilli. On 
the eighth day the abdomen was slightly dis- 
tended. The gangrene did not increase, and 
during the next week she made some improve- 
ment. On the sixteenth day, however, she was dis- 
oriented. The non-protein nitrogen was 55, the 
blood chlorides were 562; on the following day 
27 and 606. Transfusion was followed by a 
chill. X-ray examination of the-chest showed 
changes thought to be due to chronic disease; 
very little evidence of pneumonia or collapse. 
On the eighteenth day an abscess of the abdom- 
inal wall lateral to the wound was drained. Two 
days later the patient was in coma, with hy- 
perpnea. The blood sugar was 170, the carbon 
dioxide combining power 35 per cent. The 
urine showed a slight but increasing trace of 
sugar. The hyperpnea became marked. On the 
twenty-fifth day after operation she died. 


CLINICAL Discussion 


Dr. Maurice FreEmMont-SmitH: When we 
hear of sharp midepigastric pain we think of 
uleer. But this woman is sixty-seven years 
old, apparently has not had symptoms before, 
and I think it is very unusual for an ulcer to 
begin at that age. We think of cancer, of course, 
—cancer of the stomach; but that is not the 
story of cancer. In cancer, pain is apt to come 
late. We get loss of appetite, loss of strength, 
perhaps obstruction, vomiting, but not severe 
pain. Could it be gall stones? I think it could. 
Of course the pain of gall stones is usually on 
the right side but is sometimes felt on the left 
side, and I suppose could be felt in the mid- 
dle. It usually radiates to the back, is extreme- 
ly severe and only relieved by morphia, not by 
an ice bag. We often find jaundice coming on 
one or two days afterwards, when the stone gets 
into the common duct, but stone in the cystic 
duct or in the gall bladder would not cause 


Could it be lues? One thing makes us think 
of central nervous system disease; vomiting 
without nausea. Vomiting coming out of a clear 
sky is characteristic of increased intracranial 
pressure on the one hand or of central nervous 
system syphilis on the other. But sixty-seven 
is old for the first attack of gastric crises of 
lues, we have nothing else in the history so far 
to suggest lues, and it is not a very satisfactory 
possibility. 

Pancreatitis is something one should think of, 
particularly in case of pain to the left of the 
midepigastrium. The left upper quadrant is a 
very unusual place for pain. We used to think 
of pancreatitis as an acute fulminating disease, 
with the patient extremely ill, in great shock, 
with great epigastric pain, a condition often dif- 
ficult to differentiate from a perforated gastric 
uleer. We know now that we can have differ- 
ent degrees of pancreatitis, and I think it is one 
of the things to consider. 

None of the family history really helps. 

She had always been in good health until five 
months before admission. 

We do not know about her pupils, knee jerks, 
ankle jerks. 

Miss PAINTER: They were all negative. 

Dr. FreMontT-SmitH: ‘‘Hemoglobin 65 to 85 
per cent.’’ Did it go down or up during her 
stay in the hospital? 

Miss Parnter: It went up before operation. 

Dr. Fremont-SmitH: She certainly had no 
anemia in any case. 

49 to 57 per cent of polymorphonuclears is a 
little low with a white cell count of 15,000. 

She was not jaundiced, so that the clay col- 
ored stools have no significance. They must 
be due to the diet. 

Before the x-ray examination I cannot go any 
further. I suppose at her age one would think 
of cancer first, gall stones second, and with the 
history perhaps one should put the gall stones 
before the cancer, because pain as an early symp- 
tom of cancer of the stomach is rare. She might 
have a polyp in her intestine. There are two 
questions that I should like to ask. In the first 
place, an irregular edge seen by x-ray always 
suggests cancer, but we do not have cancer of 
the duodenum, I understand. There are cases 
of cancer of the pancreas in which the Graham 
test is positive; but here can we not depend a 
good deal on the fact that the Graham test was 
unsatisfactory as indicating gall bladder path- 
ology ? 

Dr. GrorceE W. Houmes: The film of the 
chest shows .a definite pathologic process. There 
is mottled dullness at both apices, a rather high 
diaphragm, small lung fields and thickening of 
the markings throughout the chest probably due 
to tuberculosis, which may not be active. 


jaundice. 


The principal findings in the gastro-intestinal 
examination are displacement of the stomach to 
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the right and flattening of the duodenal bulb, 
as though it were adherent to the under surface 
of the liver, and the peculiar action of the ba- 
rium as it passes through the duodenal loop. 
But there is nothing characteristic. We have 
seen a similar appearance in lead poisoning; it 
also occurs in tumors of the pancreas; but usu- 
ally in the latter there is a delay and widening 
of the loop rather than‘a rapid emptying. This 
deformity of the duodenal bulb is sometimes 
seen in chronic gall bladder disease with adhe-|; 
sions. Sometimes it means nothing. We have 
a fairly good shadow of the gall bladder, rather 
better than I should expect to see with a gall 
bladder sufficiently distended to cause the de- 
formity of the duodenum or with carcinoma of 
the gall bladder. From the x-ray evidence I 
should be inclined to think the trouble was not 
primarily in the gall bladder. 

Dr. FrEMONT-SMITH: Do you get reverse 
peristalsis in the duodenum in the absence of 
obstruction below? 


Dr. Hotmes: In lead poisoning we do. 


She also had some spasm in the colon. This 
film was taken after the barium enema and 
shows what appears to be a normal colon. This 
one was taken after evacuation of the bowel, 
and we see that the evacuation is complete. 
There is no obstructing lesion. I am unable to 
make a diagnosis from the x-ray findings. 

Dr. Fremont-SmitH: That stomach certain- 
ly is not the mass. She has not carcinoma of 
the stomach sufficient to make that. She has 
not carcinoma at all. If it were a pancreatic 
eyst or disease of the pancreas it would not have 
moved with respiration. The left lobe of the 
_ liver can also move with respiration in the left 
upper quadrant, and sometimes that is palpable 
when you do not expect it to be, and when the 
right lobe is not very low. It is all that I can 
think of. 

They must have been operating for something 
or else they were doing an exploratory opera- 
. tion. I do not know what the preoperative diag- 
nosis was. I should be inclined to throw out 
that mass in the left side now that we know it 
is not cancer of the stomach, and concentrate 
on the gall bladder in spite of the x-ray. We 
can have a gall bladder that has stones in it 
and have a normal Graham test. I do not know 
what else she could have, if the history is re- 
liable, unless she has had a previous history of 
ulcer or perforating ulcer or duodenitis. 


PREOPERATIVE DIAGNOSIS 
Carcinoma of the cecum. 


OPERATION 


Careful exploration showed that the gall blad- 
der, stomach and duodenum were essentially 


normal. Nothing unusual was made out in the 
pelvis. 

On looking at the appendix it was found that 
there was a small mass at the ileocecal valve 
about the size of an English walnut, a carci- 
nomatous growth. The terminal ileum was 
edematous, distended and congested; there had 
obviously been more obstruction than had been 
suspected. 

The last few inches of the ileum, the ascend- 
ing colon, and the hepatic flexure were resected. 
The ends of the ileum and the colon were turned 
in. Then the question came up as to whether to 
do a lateral anastomosis or make a temporary 
ileostomy. It seemed best to do the latter, in 
view of the obvious obstruction which had ex- 
isted, so the ileum was brought up into the in- 
cision and the latter closed. 


- FurtHer Discussion 


Dr. FremMontT-SmitH: The terminal ileum 
was evidently not able to empty into the cecum. 

There was a remarkable change in the blood 
in one day. It was evidently not a marked con- 
centration of blood that caused the high non- 
protein nitrogen. There was some acidosis. 

I think the determination of the cause of 
death is guess work. I do not believe she died 
of diabetic coma, although she did show acidosis 
and some evidence of diabetes. 1 think she 
probably had a peritonitis secondary to the op- 
eration. 

A Stupent: They didn’t mention the pan- 
creas during the operation. 

Dr. FreMont-SmitH: No, I don’t think they 
did. Do you remember anything about it? 

Dr. Tracy B. Mauiory: It was not grossly 
abnormal. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 
Carcinoma of the cecum. 
Postoperative wound infection. 
Uremia? 
DR. MAURICE FREMONT-SMITH’S DIAGNOSES 
Gall bladder disease. 
Peritonitis. 
ANATOMIC DIAGNOSES 
1. Primary disease. 
(Carcinoma of the ileocecal valve.) 
2. Secondary or terminal lesions. 


Operation wounds: resection of cecum for car- 
cinoma; ileostomy. 

Wound sepsis. 

Arteriosclerosis. 

Chronic pancreatitis. 
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3. Historic landmarks. 


Atelectasis. 
-Myomyomata of the uterus. 


PaTHOLOGIC DiscussION 


Dr. Matuory: She had a slight, localized 
peritonitis. There was no very definite cause of 
death found, as is often the case with a sixty- 
seven year old person. She had marked col- 
lapse of both lower lobes, but we could not feel 
any gross areas of consolidation. We were lim- 
ited to an abdominal incision, so we did not get 
at the apices of the lungs. There was a good 
deal of wound sepsis, ‘a moderate amount of 
arteriosclerosis only. That is about all we 
found. 

A Stupent: Was the pancreas normal? 

Dr. Matuory: No. There was a moderate 
degree of interstitial pancreatitis. There was 
fibrosis between the lobules, something that we 
might find with diabetes, might equally well 
find without diabetes. 

Dr. Houmes: There was no metastasis in the 
region of the liver? 

Dr. Mattory: No. The location of the can- 
cer was a rather unusual one, directly in the 
ileocecal valve. There was just a hint of it in 
the fluoroscopic examination, although such find- 
ings would not ordinarily mean anything except. 
a very competent ileocecal valve. 

Dr. Hotmes: That is the way I interpreted 
it. The examiner reported some spasm after the 
cecum filled and pressure failed to force the 
barium through. Usually it passes through in 


a normal person, but not always. Those find- 
ings were not sufficient te draw conclusions 
from, but now that we know what was there it 
explains them. 

Dr. FrREMONT-SMiITH: Do you think it ex- 
plains the reverse peristalsis in the duodenum ? 

Dr. Hotmes: No. Some of those cases have 
metastases in the omentum around the duo- 
denum or in the liver, and that would ex- 
plain it. 

Dr. RicHarp C. Casot: The duodenum was 
not adherent to the liver? 

Dr. No. 

A Srupent: Could all that pain be explained 
on the basis of the cecum? 

Dr. Mautuory: These attacks of pain, I think, 
were six separate attacks of very mild intes- 
tinal obstruction, and that was the only lesion 
we found to account for it. 

A Stupent: Was there any reason for the 
appearance of the duodenum? 

Dr. Mauuory: No. The gall bladder was 
adherent to the transverse colon, not to the duo- 
denum. 

Dr. FREMONT-SMITH: There was nothing 
wrong with the gall bladder? 

Dr. Mauuory: Nothing wrong with the gall 
bladder or with the duodenum. 

Dr. Casot: With a little bit of a cancer and 
no metastases it is very hard luck that she did 
not have a successful operation. Was there 
tuberculosis of the lungs? 

Dr. Maniory: We did not examine the 
apices; we only felt through the operation 
wound. 
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SENATE BILL 384 


Senate bill 384 has become law so that it is 
time to take account of stock and see what has 
been accomplished in the matter of changing 
the qualifications for the practice of medicine 
in Massachusetts. Under the recent interpre- 
tation by the Attorney General of the statute en- 
acted in 1917, the graduates of the better med- 
ical schools in the United States were not eligi- 
ble for examination in Massachusetts as those 
schools did not give a ‘‘full four years’ course 
of not less than thirty-six weeks in each year’’, 

The first matter to be dealt with was to re- 
duce the required school year, or the course of 
instruction, to thirty-two weeks. This change 
has been introduced. The requirement in the 
statute formerly was made of the school, and 
actually attendance for medical instruction in 
the school was not required of the candidate. 


It was expected that the standards would re- 
main at approximately the same level as be- 
fore, except in so far as the reduction of four 
weeks in each year was concerned, and would 
be applied to the candidate instead of to the 
school. What actually happened is that first, 
the word ‘‘full’’ as qualifying the four year 
course of instruction was omitted: how empty 
a course of instruction will be accepted has not 
been determined. The second change is in 
inserting the qualification ‘‘school’’ before 
‘‘weeks’’, making ‘‘thirty-two school weeks’’ 
the requirement. As ‘‘school week’’ is not de- 
fined it is perhaps any week the school calls its 
week. The third change is in accepting medi- 
cal instruction given in medical schools legally 
chartered but not empowered to confer degrees 
in medicine. As there appears to be no ap- 
proved medical school in the United States that 
is not empowered to confer degrees in medi- 
cine, even though it chooses to give only a two 
years’ course, half the full course, the signifi- 
cance of this change is not clear until one re- 
flects that the University of Massachusetts and 


{the International University of Rhode Island 


though chartered are not empowered to confer 
degrees in Massachusetts. 

As was pointed out by the representative of 
the Board of Registration in Medicine, the 
Board had put itself on record as opposed to 
changing the thirty-six weeks to thirty-two 
weeks, unless there was given at the same time, 
to some state authority, compensating discre- 
tionary power to reject unqualified schools. The 
change was characterized as dangerous. Un- 
der the new statute there may become eligible 
for examination an unknown but probably con- 
siderable number of graduates of a medical 
school whose charter was revoked for fraud, 
because it was selling diplomas. As the Massa- 
chusetts statute does not recognize fraud on 
the part of the medical school, the school was 
disqualified because it did not give a ‘‘full four 
years’ course of not less than thirty-six weeks 
in each year’’. Since in the new statute both 
the “‘fuil’? and the ‘‘thirty-six weeks’’ quali- 
fications are removed, the graduates of this, as 
well as of other diploma mills, formerly dis- 
qualified may again become eligible. 

The moral of this disedifying legislative epi- 
sode is clear. Here again, as when the officer 


of a medical school sat as a member of a com- 
mittee of the legislature and voted on a mat- 
ter which involved his school, private interest 
as distinct from the public interest has pre- 


vailed. 
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THE ELECTION OF 
DR. DANIEL FISKE JONES 


MassacuHusetts stands high in the Annals of 
Surgery because of the contributions to that 
beneficent art by her sons. Her medical schools 
and her hospitals are shrines to which physi- 
cians come for inspiration. She is an exemplar 
of the best in medicine made thus by the de- 
votion of her doctors to the highest ideals. For 
this reason the prominent medical organizations 
look to Boston from time to time for leaders 
who will carry on the work to which such bodies 
are dedicated. It was therefore fitting that the 
American Surgical Association at its annual ses- 
sion chose for its president, Dr. Daniel Fiske 
Jones of Boston. 

The American Surgical Association accepts 
for membership men who have made definite con- 
tributions to the specialty only and its pro- 
ceedings represent important contributions to 
surgery. 

All younger surgeons should be ambitious to 
achieve that recognition which will promote the 
likelihood of election to this body. 


THE PALMER MEMORIAL HOSPITAL 
ANNOUNCES A NEW POLICY 


Tue change of policy announced by the Pal- 
mer Memorial Hospital in the correspondence 
column of this issue of the Journal will be wel- 
comed by all who are interested in the care 
of cancer patients. By this change, the hospi- 
tal forsakes the status of a private institution 
and assumes its place among those institutions 
of Massachusetts which are devoted primarily 
to the diagnosis and treatment of malignant dis- 
ease. This service will be extended to sufferers 
from this condition regardless of their ability 
to pay, up to the limit of the hospital’s resources. 

It is not to be understood by this that the 
hospital will become a purely charitable institu- 
tion. Provision will be made for cases in all 
economic strata; the hospital undertakes to care 
for all who apply for help so far as lies within 
its power. By thus making available for all 
patients its excellent resources for combating 
cancer, including radium, x-ray therapy and 
surgery, the Palmer Memorial Hospital strength- 
ens the already effective equipment with which 
Massachusetts is meeting the cancer problem. 


THIS WEEK’S ISSUE 


Contains articles by the following named au- 
thors : 


Kererer, CHESTER S. B.S., M.S., M.D. Johns 


Hopkins University 1922. Assistant Professor 
of Medicine, Harvard Medical School. Associate 


-|ton City Hospital. 


Physician, Thorndike Memorial Laboratory, Bos- 
Address: Thorndike Me- 
morial Laboratory, Boston City Hospital, Bos- 
ton. Associated with him is 

Myers, WALTER K. M.D. Johns Hopkins Uni- 
versity 1929. Assistant in Medicine, Harvard 
University Medical School. Resident Physi- 
cian, Thorndike Memorial Laboratory, Boston 
City Hospital. Address: Boston City Hospi- 
tal, Boston. Their subject is ‘‘Hemophilie Ar- 
thritis.”’ Page 1183. 


Mintz, E. Ross. M.D. Université de Paris 
1928. Assistant in Urology Out-Patient Depart- 
ment, Massachusetts General Hospital. His sub- 
ject is ‘‘Some Remarks on the Treatment of 
Bichloride Poisoning with a Presentation of 
Twenty-One Cases.’’ Page 1189. Address: 6 
Commonwealth Avenue, Boston. 


Wo rr, Louis. B.S., M.D. Harvard Univer- 
sity Medical School 1922. Instructor in Med- 
icine, Harvard. Assistant Physician, Massachu- 
setts General Hospital. Consulting Physician, 
Massachusetts Eye and Ear Infirmary. Chief 
of Cardiae Clinie, Beth Israel Hospital. His 
subject is ‘‘Angina Pectoris (or Status An- 
ginosus) and Cardiac Asthma Induced by 
Paroxysmal Auricular Fibrillation and Parox- 
ysmal Tachyeardia.’’ Page 1194. Address: 
270 Commonwealth Avenue, Boston. 


Sproutt, JoHN. M.D. Boston University 
School of Medicine 1901. Formerly Member 
of the Staff of the Municipal Hospitals, Haver- 
hill, Mass. His subject is ‘‘The Simulation of 
Coronary Thrombosis by Angina Pectoris In- 
duced by Paroxysmal Tachycardia: Two Case 
Reports.’’ Page 1198. Address: 50 Merri- 
mack Street, Haverhill, Massachusetts. 


MISCELLANY 


DR. BIERRING APPOINTED STATE HEALTH 
OFFICER 


Dr. Walter L. Bierring, Des Moines, Iowa, has 
been selected by Governor Clyde Herring as state 
health commissioner. He will assume his new du- 
ties July 1. Dr. Bierring was graduated from the 
State University of Iowa College of Medicine in 
1892, taking graduate work at the University of 
Vienna, Austria; University of Heidelberg and 
Ecole de Médecine, Pasteur Institute, Paris. He 


was professor of pathology and bacteriology at his 
Alma Mater from 1893 to 1903, professor of the 
theory and practice of medicine, 1903-1910. He held 
a similar position at Drake University from 1910 to 
1914. He was president of the Iowa State Board of 
Health and of the Board of Medical Examiners from 
1914 to 1922, and at present is Secretary-Editor of 


VOL. 208 
NO. 23 


1224 


EDITORIAL DEPARTMENT 


N. E. J. OF M. 
JUNE 8, 1933 


the Federation of State Medical Boards of the 
United States. According to an announcement, Dr. 
Bierring was chosen, principally, as an adviser in 
the reorganization of the health department in con- 
junction with the general departmental organiza- 
tion plan to be submitted to a special session of 
the legislature in August of this year.—The Federa- 
tion Bulletin. 


THE PREVENTION OF PSITTACOSIS 


At a recent lecture at Johns Hopkins School of 
Hygiene and Public Health Dr. Thomas M. Rivers 
of the Rockefeller Institute for Medical Research 
advised the destruction of all parrots. Psittacosis 
has been somewhat prevalent in Southern California 
where parrakeets are raised in great numbers. The 
fear was expressed that the disease might be com- 
municated to finches and he spread over the coun- 
try thereby. 


FOOD AND DRUGS LAW PROPOSALS 
ANNOUNCED BY TUGWELL 

A proposed draft revising the present Food and 
Drugs Act was completed recently and submitted 
to the Department of Justice for review, it was 
announced by Assistant Secretary of Agriculture, 
R. G. Tugwell. 

The most important provision in the proposed 
draft is the expansion of the Act to include cos- 
metics and to regulate advertising of foods, drugs, 
and cosmetics. 

The new draft does not propose censorship of 
advertising in advance of its use. However, under 
its provisions false advertising may be penalized 
by prosecution in the Federal courts. Prosecution 
for false advertising will be directed against the 
source rather than against the medium in which 
it appears. This will put the responsibility for 
truthful advertising squarely upon the manufac- 
turer, distributor or dealer. 

The truth or falsity of advertising will be meas- 
ured essentially by the same standards as those 
employed to determine the truth or falsity of label 
statements. 

The restrictions against adulterations have been 
strengthened, particularly in those instances where 
the public health is concerned. The requirements 
in regard to labeling have been broadened by the 
deletion of “jokers” in the present law and by pro- 
viding for sufficiently full information so that pur- 
chasers may know just what they are buying. 

When traffic in foods, drugs or cosmetics of any 
kind may be inherently harmful to public health 
and cannot be adequately controlled by the other 
provisions of the bill, the Secretary is authorized 
to place the manufacturers of such commodities 
under a license requiring the maintenance of suf- 
ficient safeguards. 

A, provision in the new bill authorizes the Sec- 
retary to establish food standards having the force 
and effect of law. The absence of such a provision 


in the present law, except for the limited field of 
canned foods, has seriously impaired the effective- 
ness of control and made enforcement more ex- 
pensive. 

‘The new bill defines as drugs, mechanical de- 
vices intended for the treatment of disease. It also 
regulates preparations and devices recommended 
for the correction of abnormal physical conditions 
which are not, strictly speaking, diseases—U. S. 
Department of Agriculture. 


MORTALITY RATES 


Telegraphic returns from 85 cities with a total 
population of thirty-seven million for the 
ending May 13, indicate a mortality rate of 10.8 as 
against a rate of 11.4 for the corresponding week 
of last year. The highest rate (16.6) appears for 
Lowell, Mass., and Wilmington, Del., and the low- 
est (5.0) for Yonkers, N. Y. The highest infant 
mortality rate (11.2) appears for New Orleans, 


La., and the lowest for Duluth, Minn., Knoxville, 


Tenn., Peoria, Ill, Schenectady, N. Y., Spokane, 
Wash., and Trenton, N. J., which reported no in- 
fant mortality. 

The annual rate for 85 cities is 11.9 for the 
nineteen weeks of 1933, as against a rate of 12.4 
for the corresponding period of the previous year. 
—Bureau of the Census. 


DR. HALBERT G. STETSON HONORED BY 
FRIENDS OF FRANKLIN COUNTY HOSPITAL 


According to the Greenfield Daily Recorder- 
Gazette, a striking tribute to the civic and profes- 
sional services of Dr. Halbert G. Stetson on his re- 
tirement from the active staff of the Franklin Coun- 
ty Public Hospital was paid May 19 at the Hotel 
Weldon, when 125 friends of the hospital gathered 
in the main dining room of the hotel to take part 
in a program of speaking and music, presided 
over by John W. Haigis, former president of the 
hospital. Participating in the event were members 
of the board of trustees, representatives of the 
nursing alumnae and the hospital staff. At the close 
of the speaking program Dr. Arthur H. Ellis pre- 
sented Dr. Stetson with a set of biographical works 
by Ex-Senator Albert J. Beveridge of Indiana as a 
gift of the people of Greenfield and the members 
of the hospital corporation and his local friends. 
At the conclusion Dr. and Mrs. Stetson stood at 
the door of the dining room and shook hands with 
all the guests as they passed out. Besides holding 
many public and professional offices, Dr. Stetson 
was at that time about to complete his sec- 
ond term as president of the Massachusetts Medical 
Society. 


THE RADIOLOGICAL CONGRESS 
Chicago during the World’s Fair will welcome the 
largest radiological congress ever held in the United 
States when the four national radiological societies 
will meet there in joint convention. Other members 
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of the medical profession are invited as well. The 
American Congress of Radiology is scheduled for 
September 25-30, inclusive, at the Palmer House. 
According to Dr. Henry K. Pancoast of Philadelphia, 
president of the Congress, all physicians, physicists, 
biologists and others connected with the allied sci- 
ences will be made welcome at the Congress. 

The four radiological societies sponsering the 
Congress who have eliminated their regular annual 
meetings for 1933 in its favor are the American 
College of Radiology, the American Radium Society, 
the American Roentgen Ray Society, and the Radio- 
logical Society of North America. The Chicago Roent- 
gen Society will also participate. 

Scores of visitors from Central and South Ameri- 
can countries are expected to attend the Congress, 
and invitations have been sent to European col- 
leagues. Over 150 essayists will devote 55 full hours 
to the scientific program. Incidentally, the Fair 
itself will have remarkable worthwhile displays 
showing the development of. the x-rays and radium 
in their medical applications. 

Dr. Benjamin H. Orndoff of Chicago, chairman 
of the Executive Council of the Congress, invites 
members of the medical profession to inquire further 
of him by writing to 2561 North Clark Street, Chi- 
cago, concerning membership in the Congress, rail- 
road and hotel rates, etc. He points out that the 
Palmer House is reserving 1,400 rooms for the period 
of the Congress and guarantees that rates will not 
be increased or other prices advanced during the 
session. 

Numerous committees are hard at work planning 
the Congress. Among these are the History and 
Education Committee, headed by Dr. Byron H. Jack- 
son, Scranton, Pennsylvania, president of the Radio- 
logical Society of North America. This committee 
will publish a special volume, known as “Science 
of Radiology,” for the members of the Congress, 
and will sponsor an unusual exhibit of old medical 
texts which will trace the history of radiology from 
the early chemistry of the Middle Ages. 

Officers of the Congress are President, Dr. Henry 
K. Pancoast, Philadelphia; Vice-Presidents: Dr. Al- 
bert Soiland, Los Angeles, as president of the Ameri- 
can College of Radiology; Dr. Burton J. Lee, New 
York, as president of the American Radium Society; 
Dr. John T. Murphy, Toledo, Ohio, as president of 
the American Roentgen Ray Society; and Dr. Byron 
H. Jackson, Scranton, Pennsylvania, as president of 
the Radiological Society of North America; chair- 
man of the Executive Council, Dr. B. H. Orndoff, 
Chicago; secretary of the Council, Dr. E. L. Jenkin- 
son, Northwestern University, Chicago; treasurer of 
the Council, Dr. Henry Schmitz, Loyola University, 
Chicago. 


THE DEDICATION OF THE MARY E. CURLEY 
PAVILION 

On May 20, 1933 the dedication exercises of the 

Mary E. Curley Pavilion addition to the Boston 
City Hospital were conducted. 


This addition was erected in memory of Mary E. 
Curley, the late w‘’e of the Hon. James M. Curley, 
Mayor of Boston. This building is designed to pro- 
vide for the medical and surgical care of children 
under fourteen years of age. 

The addresses were delivered in the presence of 
many distinguished members of the medical profes- 
sion and representatives of the commercial and 
civic interests of Boston. Dr. George G. Sears, a 
trustee of the Hospital, presided and in opening the 
exercises spoke as follows: 

We are assembled here to dedicate a new unif. 
of the Boston City Hospital, erected for the sole 
purpose of caring for suffering children and named 
in honor of a gracious lady, a lover of children, 
a perfect mother and a devoted wife. 

It is not my function to speak of the purposes 
or aims of this new building. I must leave that to 
tongues more eloquent than mine. I would therefore 
call on Mr. Carl Dreyfus, who you know is a dis- 
tinguished citizen of Boston, a potent molder of 
public opinion and a member of the Board of 
Trustees for many years, where he has given un- 
stintingly of his time and brains; to whom the 
Hospital and the citizens of Boston owe a debt of 
gratitude in its development. 


It has been my fortune to have served on the 
active roster of the Hospital as long or longer than 
any other member. During that time I have had 
contact with each succeeding chief executive of 
the city, and it is no overstatement to declare that 
no mayor has ever exceeded the present incumbent 
in vision and imagination regarding what a munici- 
pal hospital should stand for or been more active in 
aiding the development of its many functions. 

He has taken a large share in making the Bos- 
ton City Hospital preéminent among municipal in- 
stitutions and a worthy competitor of those pri- 
vately endowed. 

It is a pleasure to give place to the best friend 
of the Hospital and to the man best qualified by 
experience and intellectual attainments to bring the 
city out of its present distressing condition—His 
Honor, our Mayor, James M. Curley. 


MAYOR CURLEY’S ADDRESS 


Mr. Chairman, Reverend Sirs, Ladies and Gentle- 
men, 


I want to express in behalf of my family and 
myself the sincere appreciation for the very great 
honor conferred upon my late wife, Mrs. Curley, 
in the naming of this building, dedicated to the 
care of the sick and injured children of Boston, to 
her memory. 

The trustees have been exceedingly kind in their 
reference to contributions made by me as Mayor 
to the development of a program that meant so 
much to the people of Boston. 


I want to say that I am reminded of Plutarch’s 


reference to an old general by the name of Themis- 
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tocles who was a bit of a braggart and an egotist, 
who when addressing the populace of Greece made 
continual reference to his own particular achieve- 
ments, using the personal pronoun time and time 
again in telling of the accomplishments of the army, 
but in no case giving credit to the soldiery who 
made possible his success. He said, “I led the army 
and we captured fifty cities and we sacked one 
hundred towns and secured tremendous booty and 
many prisoners.” Suddenly a man who had lost an 
arm and a leg spoke up and said, “Were there no 
soldiers with you?” 

I want to say it would have been an utter im- 
possibility for me to have made possible the ac- 
complishments in the construction of facilities for 
the care of the sick and injured were it not for 
the assistance and encouragement, and the wis- 
dom, of the advice of the Trustees of the Boston 
City Hospital, and of the surgical and medical 
staffs associated with the hospital. These women 
and men who made the greatest contribution that 
it is possible for any individual to make, are the 
heroes not only of peace time, but the heroes of 
war time, the doctors and the nurses. It is unfor- 
tunate that opportunity presents itself so seldom to 
pay to them the meed of tribute which their serv- 
ices and contributions entitle them to receive. 

I recall receiving a communication from a friend 
connected with the Johns Hopkins Hospital in 
Baltimore, asking if I would intercede with some 
of the men with whom I had served in Congress 
some twenty-one years ago, for the purpose of se- 
curing a pension of $75 a month for the widow of 
Dr. Joseph Goldberger, who gave his life in an 
endeavor to develop a serum to overcome pellagra. 
I wrote to every member in Congress that I knew 
that it was the desire of the friends of the widow 
of Dr. Goldberger to secure a pension for her of 
$75 a month sc that she might not become a pub- 
lic charge, and Congress in its wisdom reduced the 
amount of the pension to $50 a month. In private 
practice, in all probability this man, with his great 
ability, would have accumulated great wealth, suf- 
ficient at least to provide ease and comfort for 
the members of his family, but he preferred to do 
as countless thousands of women and men do in 
America and that is to make unselfish sacrifice for 
the welfare of humanity, for the benefit of his 
fellow men and women. It is a wonderful spirit 
and yet it is a spirit that has made itself manifest 
almost from the beginning of the great call of the 
profession of medicine. As it was in the case of 
Dr. Goldberger sO we may cite many thousands 
more. 

I recall in 1916 we were seriously disturbed about 
children’s diseases and more particularly about 
what we termed “cross-infection” and the necessity 
for separate buildings for the treatment of each 
of the particular diseases that we believed every 
child in America should have, so we took over the 
Parental School property, where, for a period of 
twenty-five years, we had mistakenly committed 


boys whose only offense was truancy in order to 
witness a circus parade. We committed them there 
for two years and an investigation disclosed the 
fact that about 42 per cent of the boys, sent 
there for minor offenses, ultimately became in- 
mates of Concord Reformatory or State Prison. 
Repeated attempts were made to have this insti- 
tution abolished, but well-intentioned though mis- 
guided women and men prevented any action in 
this direction, but along in 1914 we forgot to make 
an appropriation for that department and it ceased 
to function. In 1917 we declared war and then the 
wounded began to drift across from the other 
side and we turned the building over to the gov- 
ernment. When the time came for the Federal 
Government to turn it back we discovered that 
Dr. Schick of Chicago with his wife had conducted 
a series of experiments for the treatment -of diph- 
theria. Dr. Dick had done likewise and in ten 
years sufficient progress had been made for the 
care of children so that it was unnecessary to oc- 
cupy any of these buildings since the children 
could be taken care of by the installation of a 
cubical system within our own building and the 
general application of the Schick and Dick treat- 
ments made it unnecessary to enlarge the quarters. 

It seems strange that every time medical sci- 
ence Overcomes some scourge some new one takes 
its place, and along came the Ford car to fill the 
hospitals when the beds were empty of diphtheria 
patients and we found it necessary to provide ad- 
ditional accommodations. 

This building here represents a portion of the 
program started in 1922. It represents a total expen- 
diture for new construction of approximately $11,- 
000,000 with a further expenditure perhaps of $3.,- 
000,000, $1,000,000 of which is now available. It 
will represent the completion for a period of years 
of the hospital program. We will have given to 
Boston the finest municipal hospitalization plant 
to be found in any city of the entire world and 
that the public appreciates the character of serv- 
ice is attested by the figures and facts as present- 
ed here today by one of the trustees. There are 
more than a half-million applicants for treatment 
in the Out-Patient Department in a single year and 
a certainty that it will increase as the years go on. 
It is a revealing commentary on _ hospitalization 
progress, when we consider that in 1922 the total 
number of births at the City Hospital was but 
eighty-two and the mortality rate terrific, and that 
last year 3,500 children -were delivered in the new 
maternity building. Thirty-five hundred as against 
eighty-two tells a graphic story of the important 
and vital function which the city is required to 
perform. I suppose my great misfortune as a pub- 
lic official is that I find so few outspoken in their 
conviction as to what constitutes the duty of gov- 
ernment. My definition is that a government is 
constituted for the generous, wise and economical 
expenditure of public money. Today we are finding 
a new school of thought in America, that maintains 
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that government is created for the expenditure of 
the least possible sum to meet the most vital demands 
of the community. I say the most important func- 
tion of government is conservation of public health. 
There is nothing that quite approaches this respon- 
sibility, and nothing of equal importance to the life 
of government. And so while we pay tribute to the 
generous support that sometimes has been accorded 
by the members of the City Council, we must pay trib- 
ute to the character of support that has been given 
at all times by the trustees and the staff. I feel that 
some little word of praise and thanks should be 
given to the architects who designed the building 
for their conscientious labors in making the plans 
for the erection of this most beautiful structure. 
True, we have had our occasional arguments and 
quarrels over designs and plans, but we recognized 
at all times that the architects were but human, and 
striving to do their best. We are gratefully conscious 
of the efforts made by the Superintendent of the 
City Hospital, Dr. John J. Dowling, who sacrificed 
his health in his eager desire to complete the hos- 
Ppitalization program. J believe that a word of 
praise should be given to the surgical and medical 
staffs and the members of the nursing profession. 
We were obliged, because of a little politics within 
the last year, to discontinue the services of some 
of the nurses. Happily they have all become citi- 
zens and are now back at work, the last one hav- 
ing been restored last week to her employment. 


I regret exceedingly that the kindly, patient 
plodder in his service to the City Hospital, Joseph 
Manning, is not here today. This exemplary citizen 
has given of his time, his talents and energy, and 
money itself to the welfare of this institution for 
a period of years. I likewise regret more than I can 
tell the absence also of Dr. Martin English, a unique 
and most unusual character in the field of medical 
service, a man who cares less for money than 
any individual that I have met in my life, who 
cares as greatly for the saving of a life of a child 
as does the mother of the child. I wish he were 
here. He is entitled to commendation and praise 
for the long, splendid, painstaking, untiring, un- 
selfish and Christ-like service he has rendered the 
children of the City of Boston. 

Let me pay just a little tribute to an honest 
Boston contractor. Someone said, “God’s greatest 
gift is an honest man,” and I say there is one that 
is greater, and that is an honest contractor, and he 
is the contractor having charge of the construction 
of this building, John Bowen. I know you are all 
extremely anxious to inspect the building, and I 
wish to thank you, one and all, for your presence 
here today, and express my appreciation to the 
trustees for the consideration they have extended 
the members of my family in honoring Mrs. Cur- 
ley’s memory in designating this building. I sincere- 
ly trust that this institution will continue to serve 
in the same splendid manner the sick and injured 
children of Boston that the faithful devoted herces 
of peace times the nurses, doctors, orderlies, in- 


ternes, and every attaché to the most humble have 
served in the past. 

Francis Curley was presented in the following 
words: 

I would give a special welcome to the next 
speaker. To some persons in this audience the 
future is but a futile echo of the past. His future 
is before him. I will ask him to tell the beautiful 
reason of his presence. 


Francis Curley: In the name of the devoted 
mothers whose little ones may find here restored 
health and strength, may I present this portrait 
of my own beloved mother. 


The presiding officer then addressed the assembly 
as follows: 

The trustees have requested me to accept with 
gratitude and appreciation this charming portrait 
of a lovely woman. It will hang in the building 
honored by her name as an inspiration to emulate 
her virtues as displayed in a life of loving kind- 
ness, charity, tact and wisdom. The trustees also 
desire me to express their good wishes to the 
donor. In his future, may he achieve a success of 
which such a mother might be proud. 

In responding Mr. Carl Dreyfus spoke for the 
trustees as follows: 


In 1864 the Boston City Hospital first opened its 
doors “for the reception of persons who by mis- 
fortune or poverty might require relief during 
temporary sickness”, Since that time, when the 
Hospital was little better than a boarding house 
for suffering people, the record is one of which 
the City may well be proud! For many years the 
Hospital went along without any great expansion 
and with little increase in the number of patients 
treated. 


Twenty years ago it was a relatively small place 
with only 12,000 admissions in the course of a 
year. Ten years ago the numbers grew to 20,000 
per year; in 1932 36,000 were admitted to the main 
hospital and nearly 500,000 were treated in the 
Out-Patient Department. Today it has more bed 
patients than the Massachusetts General, the Car- 
ney, the Beth Israel, the Peter Bent Brigham, and 
St. Elizabeth’s Hospital combined. 

This tremendous growth was directly the result 
of Mayor Curley’s forethought and liberality and 
understanding of the City’s needs. I remember well 
that he called us to his office during his first ad- 
ministration and bade us prepare plans for the ex- 
pansion of the Hospital—not for one, or two, or 
five years but for at least twenty-jive years. The 
growth in the Hospital, the fine buildings, are in- 
deed the result of his vision. The City can never 
be too grateful for his insistence that this Hospital 
be made the outstanding municipal hospital—not 
only in this Country but in the World. 

The Out-Patient building was built first; and it 
has become a model of correct out-patient pro 
cedure. Just think of it: nearly 1,800 patients are 
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treated in this out-patient building every day in 
the year. 

Next came the Thorndike Building where we are 
now gathered. In this laboratory medical history 
has been made; and, as a result, the City Hospital 
is known throughout the World wherever progres- 
sive medicine is taught and practised. 

Following the Thorndike the Maternity Building 
was erected. Twenty years ago 70 cases were de- 
livered in a year. Ten years ago there were 600 
deliveries. In 1932 there were 3,500 babies born 
here in our hospital. Almost ten new babies every 
day! 

Surgical and Medical Buildings followed in rapid 
succession — to be filled to overflowing only too 
quickly. 

And once again Mayor Curley came to the fore. 
He saw, with that rare acumen he shows so Often, 
that better facilities were needed for the medical 
and surgical care of children. He encouraged the 
trustees to make new plans, and we are gathered 
here today to dedicate the fruition of those plans, 
our new Children’s Ward. 

About this Building we hope there will always 
linger the spirit of one of the finest women our 
City has known — a woman who captivated our 
hearts, who was an inspiration and guide to her 
husband, a noble mother to her children, the 
apotheosis of womanliness. It is entirely fitting 
that this new building, representing Bouston’s 
Motherly Care for all sick children, should be 
named in honor of that lovely mother, Mary E. 
Curley. 


Your Honor, you have been the best friend the 
City Hospital has known. The Trustees are proud 
of the opportunity to pay you this public tribute 
of their regard and appreciation and they earnestly 
hope that you may continue your career of pub- 
lic service for many, many years. 

Presiding Officer: I wish to take this opportunity 
to publicly acknowledge the great debt which the 
hospital and the trustees owe to the two reverend 
gentlemen who appear on this program. When the 
doctors and physicians have failed, they have brought 
peace and comfort. 


Following this the exercises were concluded with 
benediction by Rev. Charles E. Eaton, hospital 
chaplain. 


CORRESPONDENCE 
EXPANSION OF AVAILABLE FACILITIES AT 
THE NEW ENGLAND DEACONESS HOSPITAL 

June 1, 1933. 


Editor, 
The New England Journal of Medicine, 

In view of the need for further expansion of the 
available facilities for diagnosis and treatment of 
malignant disease, the Palmer Memorial Unit of 


the New England Deaconess Hospital has estab- 
lished a floor of low-priced beds. The regular rate 
will be $24.50 per week, and as many needy patients 
as available funds permit will be cared for below 
this rate. Occupancy of ward beds or rooms will 
be determined on the basis of the patient’s condi- 


tion. Radium, x-ray and other charges will be mimi-- 


mal. These patients will be cared for without pro- 

fessional charge, as in the past. The remaining 

floors of the hospital will continue to be available 
for private patients. 

In keeping with this change the Out-Patient De 
partment rates will be reduced to $1.50 for the 
first visit. Charges for subsequent visits will be 
graded according to the patient’s economic status. 

The clinic hours of the Out-Patient Department 
(197 Pilgrim Road, Boston) will be changed to 
Monday, 3-4 P.M.—Tumors of skin, mouth, breast 

and internal organs. 

Tuesday, 2-3 P.M.—Uterine bleeding and tumors of 
female genitalia. 

Wednesday, 2-3 P.M.—Tumors of the genito-urinary 
system; leukemias, anemias, and Hodgkin’s 
disease. 

Friday, 2-3 P.M.—Tumors of ear, nose and throat. 

Very truly yours, 
WARREN F. Cook, Superintendent. 


OFFICIAL ACTIONS OF THE BOARD 
OF REGISTRATION IN MEDICINE 


The Commonwealth of Massachusetts 
Department of 
Civil Service and Registration 
Board of Registration in Medicine 
State House, Boston 
May 29, 1933. 
Editor, 
The New England Journal of Medicine, 

At a special meeting held on May 25, 1933, the 
Board of Registration in Medicine voted to re- 
voke the license of Dr. English N. McLaughlin, of 
Brookline Avenue, Roxbury, Mass., because of his 
court conviction on the charge of abortion. 

At a meeting of the Board of Registration in 
Medicine, on May 25, 1933, it was voted that the 
license of Dr. Joseph A. St. Angelo, which was 
suspended on July 2, 1931, was restored to him. 

Very truly yours, 
STEPHEN RusHMorE, M.D., Secretary. 


AN UNSAFE PRACTICE BY PHYSICIANS 


270 Commonwealth Avenue, 
Boston, Mass., 
May 29, 1933. 


Editor, 
The New England Journal of Medicine, 

The temporary care paper by which a physician 
or other authorized person frequently sends a pa- 
tient to a hospital for mental disease for observa- 
tion and temporary care has been regarded by 
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those who have used it and by the institutions as 
invaluable from the medical and social point of 
view. It brings about the immediate transfer of the 
patient suspected of mental disease to a place 
where he can be cared for and a diagnosis reached. 
Obviously this is a social necessity and physicians 
have complacently felt safe and within the law in 
using this temporary care paper. 

A recent case shatters this complacency and 
certain aspects of the charge by the judge, the 
Honorable Louis Goldberg, and the verdict of the 
jury make the use of this legal paper exceedingly 
unsafe for the physician and render him liable to 
suit for false imprisonment in the event that the 
hospital should decide that the patient was not 
insane. I refer to the case of Nieme vs. Buswell, 
* which was tried in Salem during this month and 
in which case a verdict for substantial damages 
was given to the plaintiff against the defendant, 
in this case her employer. 

Judge Goldberg, however, has pointed out to me 
that the physician’s position in using a paper of 
this kind is exceedingly precarious. While the pa- 
per itseif in the phrasing that “the request may 
be made by a physician, a member of the board 
of health, or a police officer of a town, by an 
agent of the institutions registration department of 
the city of Boston, or a member of the district 
police” seems to imply that the request is legal 
on the part of the physician, the statute makes no 
mention of this, the initiatory phase of the ten-day 
observation paper, but states that the superintend- 
ent may, when requested by a physician, “reccive 
and care for in such institutions as a patient for a 
period not exceeding ten days any person needing 
immediate care and treatment because of mental 
derangement other than that of delirium tremens 
or drunkenness”. It makes no mention of the right 
of the physician to invoke such care. Consequeunt- 
ly, in a strict legal interpretation he does not have 
that right, even though that hospital has the 
right to receive the patient on such application. 
Consequently, if the patient is declared not in- 
sane or if he is not committed, he may bring suit 
for false imprisonment. Undoubtedly the issue in 
this particular case has not yet been settled, inas- 
much as the judge has not yet confirmed the 
verdict. 

Another feature of this case is of medico-legal 
importance. A physician who is called in by an 
employer or some person who holds himself to 
have some moral responsibility to take care of a 
patient does not by that become an agent of the 
person who called him in as a separate contractor, 
unless it car be shown that the person who sum- 
moned him directs the treatment. Consequently, 
the physician in the case above cited might just 
as well have been sued as the employer, unless 
the jury believed that the employer directed the 
physician to make out a paper, and the physician 
acted without his own independent judgment but 
according to the will of the employer. Conse 


quently, in the vast majority of instances the re- 
sponsibility rests with the physician for a tem- 
porary care commitment to an institution and not 
on whoever summons him, and therefore he may 
be sued and subjected to inconvenience, worry, 
and even financial loss if a jury of laymen decides 
that he did not have good grounds for using the 
hospital for one of the prime purposes for which 
it was built, namely, observation to settle the 
mental status of a patient as well as to care for 
him if he is permanently committed to its charge. 

The above does not apply to a regular commit- 
ment or to any paper which is signed by a judge. 
In such cases, the responsibility rests with the 
judge. Therefore, it would be advisable until this 
matter is settled or the law in some way amended 
for physicians to refuse to use the temporary care 
paper in cases where there is any doubt whatever 
as to the legal sanity of the patient. Undoubtedly, 
the successful issue of this case, so far as the 
plaintiff is concerned, will spur on certain groups 
in the community to look for this kind of enrich- 
ment and will create an epidemic of suits again 
physicians and others who use the temporary care 
paper. 

Personally, I shall not use the ten-day paper in 
those cases where observation is its main purpose, 
even though I feel fairly certain that the patient 
is mentally ill. 

Very truly yours, 
A. Myerson, M.D. 


OPPOSITION TO CONTRACT PRACTICE 


Belmont Medical Club, 
May 29, 1933. 
Editor, 
The New England Journal of Medicine, 

The Belmont Medical Club has been informed 
that it is proposed by certain Boston hospitals to 
entertain the idea of accepting a stipulated amount 
of money each month from the employees of cer- 
tain large companies to provide for them in the 
event that they may need hospitalization in case 
of sickness. 

This club is opposed to such or any other form 
of contract practice. 

Very truly yours, 
Epwarp A. CUNNINGHAM, President, 
Leo A. BLAcKLow, Secretary. 


NOTICE 


RADIO HEALTH MESSAGES 
JUNE, 1933 

Sponsored by the Public Education Committee 
of the Massachusetts Medical Society and the 
Massachusetts Department of Public Health. 

Courtesy WBZ. Tuesdays, 4:30 P.M. 
June 

138 The Care of the Skin 
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20 A Heart to Heart Talk 
27 Social Service in Public Health 


State Hovust BROADCAST 


Sponsored by the Massachusetts Department of 
Public Health. 

Courtesy WEEI. Fridays, 12:45 P.M. 

Health Subjects of Public Interest discussed by 
the Division Directors of the Department. 


Rap1io HEALTH FoRUM 

Queries from the public are answered under 
the sponsorship of the Department of Public 
Health. 

Courtesy WEEI. Fridays, 4:50 P.M. 

Questions on Health and Prevention of Disease 
may be sent to Radio Health Forum, State De- 
partment of Public are State House, Boston. 


_ REPORTS AND NOTICES 
OF MEETINGS 


EDWARD K. DUNHAM LECTURES 


Dr. Otto Loewi, Professor of Pharmacology at 
the University of Graz, delivered this year’s 
Edward K. Dunham Lectures at the Harvard Medi- 
cal School on May 4 and 11. The speaker’s subjects 
were “Humoral Transmission of the Nerve Impulse” 
and “Regulation and Adaptation.” 

In beginning his first lecture Dr. Loewi pointed 
out some of the fundamental physiological reactions 
of all living tissue. Among such reactions is the 
excitation of tissue following physical, chemical or 
mechanical stimuli. That the nervous stimulus 
does not affect the end organ directly was sus- 
pected by physiologists early in the present cen- 
tury. Certain experiments have confirmed this. In 
1921 Dr. Loewi was able to show that the Ringer’s 
solution in contact with a vagus-heart preparation, 
after stimulation of the vagus nerve, contained a 
substance which caused a second heart to respond 
when the fluid was placed in contact with it. The 
effect was not produced if the second heart had 
been atropinized. The action of the nerve was 
hence not direct but indirect, in that it brought 
about the formation of a chemical substance which 
in turn produced the vagus reaction. 

This “vagusstoff” is antagonized by atropine. It 
has since been shown to be acetylcholine. Atropine 
does not paralyze the nerve endings, as was former- 
ly thought, for “vagusstoff” is produced by vagal 
stimulation after atropine has abolished vagal in- 
hibition. Atropine acts against the ‘“vagusstoff” 
itself. Eserine (physostigmine) increases the ef- 
fect of the vagus, not by sensitizing the heart, but. 
by prolonging the influence of the “vagusstoff’. 
The mechanism of its action may be the inhibition 
of an esterase in the heart which rapidly hydrol- 
yzes the “vagusstoff,” an ester of choline. 

The speaker went on to describe other vagus-like 
nerves and their inhibition by atropine by a chem- 


icopharmacological mechanism, and then explained 
the failure of atropine to inhibit parasympathetic 
(vagal) effects in the stomach and intestine as 
probably being due to a more intimate contact of 


the “vagusstoff” with the tissues when liberated ~~ 


in these organs, and therefore an inaccessibility to 
atropine given from without. 

In relation to the sympathetic system the same 
humoral mechanism obtains, Cannon and his col- 
laborators have demonstrated experimentally a 
chemical mediator of sympathetic nerve impulses 
which he has called “sympathin”. In summary 
then, a neurohumoral mechanism is definitely 
demonstrable for the parasympathetic system (with 
the exceptions noted above), the whole sympathetic 
system, and certain so-called antidromic fibers else- 
where in the body. The situation is not easily ad- 
missible of proof in regard to the voluntary nervous 
system, although certain facts (e.g., the summation 
phenomenon) suggest the same sort of mechanism 
to some workers. However, Dr. Loewi does not 
believe in this neurohumoral transmission of the 
skeletal nerve inpulse. 


The meaning of the humoral mechanism was dis- 


cussed in closing. It is important from the stand- 
point of body economics; it presents the only con- 
ceivable mechanism whereby nerve stimulation can 
lead to inhibition. Even in inhibition, the direct 
action of the nerve is thus a positive, augmenta- 
tor. The whole story is of course far from comple- 
tion, and much remains for the future to disclose. 

In his second lecture Dr. Loewi spoke very in- 
terestingly on “Regulation and Adaptation.” All 
living substance has the property of maintaining 
a steady, constant state even though exposed to 
many varied stimuli from within and without. The 
mechanisms for such regulation and equalization 
and offsetting of imposed changes are many. The 
speaker chose striped muscle in its contraction as 
his first example. As soon as a disintegrative ac- 
tion (contraction) takes place there is an equal 
and opposite regeneration ready to commence. 
These opposed breaking-down and building-up 
processes are also seen in the inanimate world 
as well. They all belong to the group of chemical 
reactions which are characterized by the presence 
of an equilibrium or the power to proceed to a 
state of equilibrium at any given time. A surplus 
on the disintegration side of the equation causes 
the reaction to proceed in one direction; a surplus 
on the regeneration side produces an opposite 
course of events. The heart, especially in its con- 
duction system, is another example of a tissue 
which can maintain its function by regulation. 
With the sinoauricular node removed, the heart 
becomes more sensitive to chemical stimuli. Every 
nerve, in the system or organ regulation, has, as 
well as its function of conducting excitation, the 
additional property of being able to inhibit the 
irritability of the organ supplied. 


Many if not all metabolic products are stimu- 
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lators of receptors throughout the body; for in- 
stance in striped muscle they act on the proprio- 
ceptive receptors, and in the central nervous sys- 
tem there are certain highly localized centers which 
show high sensitivity to metabolic and chemical 
substances circulating in the blood stream. 

In addition to the “somatic regulation” described 
thus far, we also have a “psychic regulation” in 
our bodies. We are consciously or unconsciously 
striving for the contentment which denotes equilib- 
rium. A deep emotional state is followed by a re- 
fractory period of dulling of the psyche. Stimuli 
are now without effect until equilibrium is again 
obtained. In music we enjoy contrasts; in art and 
in the drama we enjoy opposites. The deviations 
from the ‘‘middle path” themselves create condi- 
tions making for the enjoyment of the opposite. 

Adaptation is also a characteristic of living 
matter. It may be conceived as a part of regulation 
in that there is a striving to become attuned to 
a new environment. After a given response to a 
stimulus the body tissue is changed permanently in 
a given direction so that the next time the stim- 
ulus is received the response is more facile or 
expedient than it was before. The work of Pavlov, 
of course, in this connection, has been noteworthy. 
Adaptation may also be conceived of as the ability 
to respond by creating new mechanisms which 
apparently will be advantageous to the organism. 
Muscles subjected to work show increase in mass 
and in functional ability. Dr. Loewi suggested that 
there was a fundamental physicochemical mechan- 
ism involved in such reactions—in this particular 
instance probably an insufficiency of oxygen is 
the cause. This same oxygen insufficiency, in the 
speaker’s opinion, provides for an increase in red 
blood cells at high altitudes or the restoration of 
the normal red blood count after hemorrhage. 


NEW ENGLAND PHYSICAL THERAPY SOCIETY 
ANNUAL MEETING 


At the annual meeting of the New England Phys- 
ical Therapy Society held at the Boston Square and 
Compass Club on Wednesday evening, May 17, the 
following officers were elected: 

President: William G. Curtis, M.D. 

First Vice-President: George E. Percy, M.D. 

Second Vice-President: George B. Carr, M.D. 

Secretary: Arthur H. Ring, M.D. 

Treasurer: Franklin P. Lowry, M.D. 

Councilors for three years: John L. O’Toole, 
M.D., Solon Abbott, M.D. 

The program was in charge of George B. Rice, 
M.D., of Boston. 

The first paper was presented by David W. Wells, 
M.D., of Boston, on “Treatment of Eye Strain Due 
to the Failure of the Two Eyes to Work Together.” 

Dr. Wells says it is quite possible that a patient 
is suffering from a failure of the two eyes to work 
together when he complains of such symptoms as 
the following: confusion, inability to fix his mind 


on study or reading, difficulty in watching moving 
objects, and a mild type of vertigo. 

His usual procedure is, by using relaxing drops, 
to find out the total refractive error and correct 
the same if it is at all marked. Then if the pa- 
tient still has trouble, a test is made of the use 
of the two eyes together. If the refractive error 
in a young person is slight, it is quite possible 
that the correction of the incoérdination of the 
eyes will relieve the symptoms without the use of 
glasses. About 30% of his patients have some 
trouble of this sort, but not all of these need 
treatment, and none is advised unless the person 
really exhibits symptoms. In carrying out this 
method, Dr. Wells finds that practically all pa- 
tients so treated can be relieved, and most of them 
cured. Treatments can be given to a person of 
any age, but with younger people the progress is 
more rapid. In the case of elderly people prisms 
are usually incorporated in their reading glasses. 

After the patient’s ability has been recorded 
and tested, a stereoscope and set of cards are 
given him with definite instructions as to which 
cards to use at home. Patients also use a control 
device with all their home reading. This instru- 
ment forces the use of the two eyes in each line 
read, thus overcoming the habit of suppression. It 
can also be used in sewing and in playing most 
of the musical instruments. 

The patient comes to the office two or three 
times a week during the first two weeks, and 
then at lengthening intervals until he has had 
about a dozen treatments, all the time doing cer- 
tain work at home and progressing through the 
series of cards as he improves. 

The results are fairly permanent. The patient 
may lose .a little over a period of years, but by 
testing himself with his home equipment he can 
check up on himself, and do more work if he 
finds it necessary. 

Dr. Wells has been using this line of treatment 
for twenty-five or thirty years, and finds that 
almost always when a patient has made the 
round of the different oculists and had a slight 
change in glasses made each time, the trouble is 
usually in the use of the two eyes together and 
not in the prescription for the lenses. 

A rather elaborate machine, called the Phoro- 
Optometer Stereoscope, was used in demonstrating 
how these treatments are given. Taking one of the 
members of the Society as a patient, Dr. Wells 
explained the reason for each step taken, giving a 
definite example of the value of physical therapy 
in the treatment of the eyes. 

The second paper on the program was presented 
by George B. Rice, M.D., on “Physical Therapy 
Methods of Treatment in Some of the Affections 
of the Ear, Nose and Throat.” 

He spoke briefly on the anatomy and physiology 
of the ear, and outlined the symptoms of cases 
of deafness amenable to this form of treatment. 
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Physical therapy means at command for the 
treatment of deafness are diathermy, the sinusoidal 
currents, pneumatic vibration externally and 
through the eustachian tube; the Curay ultraviolet 
light, and the audotor, previous attention having 
been given to nasal and throat abnormalities. 

Dr. Rice advocated the use of ionization in sup- 
purative diseases of the middle ear and sinuses, 
when drainage is good. He spoke also of the 
beneficial effects of diathermy in some of these 
inflammatory conditions. In acute nasal congestions, 
particularly affecting the ethmoidal region and the 
sinuses he emphasized the value of the Dowling 
argyrol pack and indirect diathermy. Pain on 
pressure in the inner angle of the orbit almost 
always means congestion, obstruction to the nor- 
mal outlets, and frequently retained secretions. 
Here, electric heat and drainage are of great 
value. 

In hypertrophic rhinitis, argyrol packs, dia- 
thermy, and actual cautery are useful. The electric 
cautery is still beneficial in the reduction of hyper- 
trophies of the inferior turbinated bodies. Hyper- 
esthetic rhinitis is relieved by diathermy, using @ 
small, flat nasal electrode and the broad indifferent 
pad at the back of the neck for the negative 
pole, using a low voltage current at a short cir- 
cuit of 700 milliamperes. The application should 
be made over all the sensitive areas, for from 
five to ten seconds’ duration. 

In acute laryngitis, aside from local medication, 
diathermy applied directly tv the external larynx, 
will be found of much value. Following the acute 
condition, with relaxed vocal bands, and loss of 
tone and range, the slow and rapid sinusoidal 
currents give satisfactory results. 

Some years ago it was discovered that the nega- 
tive pole of the galvanic battery, when applied to 
sear tissue, caused a certain amount of absorption 
and relaxation. Applied to strictures of the esopha- 
gus, due to injury from caustic potash or scalding 
liquids, the negative pole seems to be beneficial. 
The esophagus is explored carefully with soft rub- 
ber bougies (previous x-ray films having been 
made) and the olive selected of the size requisite 
for easy passage. When the stricture is reached the 
galvanic current is turned on to ten milliamperes, 
and held in position for five to ten minutes. These 


treatments are repeated as often as the irritation a 


from the passing of the olive will permit—from 
three days to a week must usually elapse between 
treatments. Great care should be exercised in pass- 
ing the olives, as perforation of the esophagus is 
possible. 


THE SOUTH END MEDICAL CLUB 
The next regular meeting of the South End 
Medical Club will be held at the Boston Psycho- 
pathic Hospital, 74 Fenwood Road, Boston, Tues- 
day, June 13, 1933, at 12 noon. The program will 
be as follows: “The Relation of the Boston Psycho- 


pathic Hospital to the Community and to the eins 


Medical Profession”; 15 minutes:—Dr, Karl M. 
Bowman, Assistant Professor of Psychiatry, Har- 
vard Medical School; Chief Medical Officer, Boston 
Psychopathic Hospital. “The Treatment of Neuro- 
syphilis”; 15 minutes:—Dr. Harry C. Solomon, As- 
sistant Professor of Psychiatry, Harvard Medical 
School; Chief of Therapeutic Research, Boston 
Psychopathic Hospital. The Presentation of Clinical 
Cases; 30 minutes. All physicians are cordially 
invited to attend. 


NEW ENGLAND SURGICAL SOCIETY 


The 1933 Meeting of the New England Surgical 
Society will be held in Boston, Massachusetts, Sep- 
tember 29 and 30. 

The Executive Committee has voted to recom- 
mend to the Society that the By-Laws be amended 
to increase the active membership of the Society 
from 110 to 125. 

This amendment will be voted upon at the an- 
nual meeting in Boston. 


NEW ENGLAND HOSPITAL FOR WOMEN > 
AND CHILDREN 


The regular clinical conference of the New Eng- 
land Hospital for Women and Children will be held 
at the hospital, Dimock Street, Roxbury, on Thurs- 
day, June 15, at 8 P.M. The following cases will 
be presented by the house officers: Cirrhosis of 
the Liver; Pulmonary Tuberculosis; Meningitis 
of Otitic Origin; Resection of the Sigmoid; 
Eclampsia; Gaucher’s Disease. A social gathering 
of the staff and the internes will follow the sci- 
entific meeting. The conferences will be omitted 
till September 21. 

Atice H. BIGeLow, M.D., Secretary. 
 §OCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


June 12—Golf for Members of the American Medical 
Association. See page 1022, issue of May 11. 

12-13—The Proctologic Society. See 

e 1025, issue of May 1 

ap 12-16—Woman’s o the American Medi- 
cal Association. See page 815, Gene of April 13. 

June 13—The American Board of Obstetrics and Gyne- 
cology. See page 607, issue of March 16. 

June 13—American Heart Association. See page 
issue of April 6. it 

June 13—The yore End Medicai Club. 
elsewhere on this pag 


See notice 


ren. See notice a 
June 28 to July 3—Third International Hospital Asso- 
ciation. See ome 811, issue of April 13. — 

July 24-31—The IVth Inter ope Congress of Radiol- 
oy $ See page 1071, issue of May 

ust 10, 11, 12—American ~al tion to the Interna- 

tiona _— Goiter Conference. See pag zat issue of April 6. 
August 13-27—Courses at Pra Tomarkin Foundation. 
See page 1070, issue of May 18. 

September 25-30—The American Congress of Radiology. 
See page 1224. 

September =. and 30—New England Surgical Society. 
See notice a 

October 9- 12 American Public Health Association. See 
page 1175, issue of June 

October 23 - November Sank 1933 Graduate Fortnight 
of the New York Academy of Medicine. See page 1071, 
issue of May 18. 


April 16-20, 1984—The American sy 3 of Physicians. 
notice on page 970, issue of Ma — " 


June 15—New England Hospital for Women and Chil- ~ 
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